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SUPPLIED 

Oral Solution: 
bottles of 1 and 3 
fluidounces and 
bottles of 1 pint. 
Also available for 
intravenous or 
intramuscular use: 
Ampuls, 1.5 ml. 
and 5 ml.; 
Multiple-dose Vials, 
20 ml. 


ORAL SOLUTION (25% is iii: 


Coramine is a proved respiratory and central 
nervous system stimulant, useful in controlling 
Cheyne-Stokes respiration and paroxysmal dyspnea 
associated with cardiac decompensation. 

The choice of oral or intravenous therapy de- 
pends upon the seriousness of the situation. When 
a prompt response is necessary, the intravenous 
route is preferred. Oral administration produces 
a slow, progressive improvement—usually one to 
three days elapse before the optimum benefit is 
realized. 

Since Coramine is rapidly and completely ab- 
sorbed from the gastrointestinal tract, the Oral 
Solution (3 to 5 ml., three to five times a day) may 
be administered in cases of chronic cardiac decom- 
pensation or in convalescence following acute 
coronary occlusion, 
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two 


patients 


with 


angina pectoris 


... your treatment can make the difference 


In angina pectoris: “. . . the difference between 
complete, or almost complete, absence of symp- 
toms, or a prolonged illness with much suffering” 
may lie in routine prophylaxis with Peritrate.’ 
New studies continue to confirm the effectiveness 
of this long-acting coronary vasodilator. “Impres- 
sive and sustained improvement” is observed in 
patients on Peritrate therapy.” 

Simple prophylaxis: Peritrate is not indicated to 
abort the acute attack (nitroglycerin is still the 
drug of choice). However, you can reduce or 
eliminate nitroglycerin dependence and provide 
continuing protection against attacks of angina 
pectoris with Peritrate. Prophylaxis is simple: 10 
or 20 mg. of Peritrate before meals and at bed- 
time. Maintenance of a continuous daily dosage 
schedule is important for successful therapy. 


Peritrate has been demonstrated to prevent or 








reduce the number of attacks, lessen nitroglycerin 
dependence, improve abnormal EKG findings and 
increase exercise tolerance.**° 

The specific needs of most patients and regimens 
are met with Peritrate’s five dosage forms: Peritrate 
10 mg. and 20 mg. tablets; Peritrate Delayed Ac- 
tion (10 mg.) for continuous protection through 
the night; Peritrate with Phenobarbital (10 mg. 
with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. 
with aminophylline 100 mg.) in cardiac and cir- 
culatory insufficiency. 

Usual Dosage: 10 to 20 mg. before meals and at 
bedtime. 


References: 1. Rosenberg, H. N., and Michelson, A. L.: 
Am. J. M. Sc. 230:254 (Sept.) 1955. 2. Kory, R. C., et al.: 
Am. Heart J. 50:308 (Aug.) 1955. 3. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.). 1953. 4. Plotz, M.: 
New York State J. Med. 52:2012 (Aug. 15) 1952. 5. 
Dailheu-Geoffroy, P.: L’Ouest-Médical, vol. 3 (July) 1950. 


Peritrate’ 


(brand of pentaerythritol! tetranitrate) 


WARNER-CHILCOTT 















Lift the depressed patient up to normal 


without fear of overstimulation .. . 
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A HAPPY MEDIUM A> @ og | 
IN PSYCHOMOTOR | | 


with new 





STIMULATION 





VA 
- e Boosts the spirits, relieves physical fatigue \ 
/ and mental depression... yet has no appreciable \ 
/ effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 


‘‘without let-down or jitters . . .’’! and counteracts over- 
sedation caused by barbiturates, tranquilizing agents and 
antihistamines. 


Ritalin is not an amphetamine. Except in rare instances it 
does not produce jitteriness or depressive rebound, and has 
little or no effect on blood pressure, pulse rate or appetite. 


Reference : 1. Pocock, D. G.: 
| Personal communication. Average dosage: 10 mg. 
j b.i.d. or t.i.d. Although 
} individualization of 
/ dosage is always of para- 
. RITALIN® hydrochloride mount importance, the 
(methyl-phenidylacetate high relative safety of 
hydrochloride CIBA) Ritalin permits larger 


doses for greater 
effect if necessary. 





Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
| (blue); bottles of 100, 
{| 500 and 1000. Tablets, 
20 mg. (peach-colored) ; 
bottles of 100 
and 1000. 
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urine sugar test of unmatched simplicity 


(URINE SUGAR TEST TAPE, LILLY) 


“Tes-Tape’ completely eliminates the need for test tubes, 
heat, reagents, or any other paraphernalia in quantitative 
urine sugar determinations. Simply moisten a strip of 
“Tes-Tape’ with the specimen. After just sixty seconds, 
compare it with the color chart on the “Tes-Tape’ dis- 
penser. Then read off the percentage of sugar. The selective 
action of “Tes-Tape’ prevents false positive reactions, as- 
sures complete accuracy. 





The convenient size of the “Tes-Tape’ dispenser permits 
you to carry it on house calls for on-the-spot determina- 
tions. Your patients also will welcome the convenience, 


simplicity, and accuracy of “Tes-Tape.’ 


— 
| QUALITY / RESEARCH /1 NTEGRITY 





Now available at pharmacies everywhere. 
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your patient will tind his 


functional G.I. distress... 
hard to remember 


DECHOLIN’ 


Prin oXcairerelelalars) 





does more to control and correct nausea, belching, bloating, 
flatulence, indigestion, constipation. 


provides reliable spasmolysis PLUS improved liver function 


AND natural laxation without catharsis 


DECHOLIN with Belladonna Tablets, dehydrocholic acid, Ames, 334 gr. and extract of belladonna % gr. 
Bottles of 100 and 500. 


AMES ( 


COMPANY, INC + ELKHART, INDIANA I\ Ames Company of Canada, Ltd., Toronto 
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ue WY Peach-flavored, 


peach-colored, newest 
liquid form of the 
established broad- 


spectrum antibiotic... 








: TERRAMYCIN®t 
i 125 mg. per 5 ce. 
teaspoonful; 

i} specially homogenized 


for rapid absorption; 
bottles of 2 fl. oz. 
and 1 pint, packaged 





ready to use. 
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Peaches provide the 
delightful new taste in 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


tBrand of oxytetracycline 
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EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


CORTROPHIN-ZINC 
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HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

*Patent Pending. Available in other 
countries as Cortrophine-Z. 


*Organon brand of Corticotropin- 
Zinc Hydroxide 


Organon douclopniat 


ORGANON INC. « ORANGE, N. J. 











@ Osteoporosis results when 
stimuli to bone production 
fail to balance bone resorp- 
tion, says Marc Moldawer of 
the Department of Medicine 
of the Harvard Medical 
School, writing on The Path- 
ogenesis and Treatment of 
Senile Osteoporosis in the Au- 
gust issue of Geriatrics. Of 
the multiple factors involved 
in such failure, the diminution 
in anabolic hormones which 
occurs with aging can be con- 
trolled by replacement ther- 
apy with sex hormones, with 
arrest and partial reversal of 
the process. Understanding of 
the other factors can prevent 
mistaken and sometimes dan- 
gerous therapeutic approach- 
In particular, immobiliza- 
tion of the osteoporotic pa- 
tient, and of elderly persons in 
general, is to be avoided. 


@ There is often delay in the 
diagnosis of Benign Lesions of 
the Lower Esophagus in the 
Aged because the symptoms 
are too vague for definite di- 
agnosis or else other condi- 
tions are diagnosed and treated 
before the causative lesion is 
found, according to F. John- 
son Putney, associate profes- 
sor of laryngology and bron- 
choesophagology at Jefferson 
Medical College, Philadelphia. 
Both roentgen study and eso- 
phagoscopic examination are 
necessary in most instances to 
arrive at the correct diagnosis. 
In the aged, treatment may be 


directed toward relief of 
symptoms by conservative 
measures. Surgical procedures 
are not often indicated unless 
the complaints are unrelieved 
by medical or conservative 
treatment. 


@ Apreliminary reporton The 
Interrelationship Between Cer- 
ebral and Coronary Athero- 
sclerosis is presented by Wei 
Young and John W. Gofman 
of the Donner Laboratory, 
Berkeley; Nathan Malamud 
and Alex Simon of the Lang- 
ley Porter Clinic, San Fran- 
cisco; and Eunice S. G. Wat- 
ers of the Department of Path- 
ology, Napa State Hospital, 
Napa, California. They find 
that there is a highly signifi- 
cant positive correlation be- 
tween the quantitative degree 
of atherosclerosis in the major 
supply arteries and in those of 
the heart. The observed inter- 
relationship of coronary and 
brain artery suggests that some 
general metabolic factor may 
be important for atherosclero- 
sis development in the brain as 
it is known to be for the cor- 
onary arteries. 


@ A study of The Aged Shoul- 
der was made in 125 institu- 
tionalized patients with an 
average age of 80, by S. M. 
Albert, D. M. Sklaroff, A. M. 
Rechtman, and H. Schrayer 
of the Orthopedic and X-Ray 
Services, Home for the Jewish 


Aged, and Albert Einstein 
Medical Center, Philadelphia. 
It was found that the calcific 
deposition in the rotator cuff 
is more frequent with advanc- 
ing age and is more prevalent 
in women; that pain in the 
shoulder is just as frequent in 
the group without x-ray evi- 
dence of calcification; and that 
an inert deposit does not ad- 
versely affect joint motion. It 
was not established whether 
acute, gross trauma contrib- 
utes to calcific change, but 
findings would suggest that it 
does not. 


@ Allergy in the Geriatric Pa. 
tient may be a new occurrence 
or may be a carry-over from 
youth, write Solomon Slepian 
and Jacob Reicher of the Al- 
lergy Service of the Depart- 
ment of Medicine, Jewish 
Chronic Disease Hospital, 
Brooklyn, New York. The 
manifestations of allergic con- 
ditions which require the spe- 
cial interest of the physician 
include: the seeming be- 
nignity of allergy in the el- 
derly, the greater hazard to 
life offered by asthma starting 
after 40, the difficulties in the 
interpretation of skin tests, and 
the occasional onset of severe 
seasonal hay fever. 


For these and other articles, 
reviews, abstracts, and special 
features, read every issue of 
Geriatrics. 
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Personalize Arthritis Therapy 
with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthri- 
tis—give steroids in minimal doses—combine 
salicylates with corticosteroids for additive 
antiarthritic effect —this is the program 
Spies! advocates in a recent article in the 
Journal of the American Medical Associa- 
tion. 

Treatment of rheumatoid arthritis de- 
mands a “highly individualized program,” 
Spies! writes. The additive action of salicy- 
lates permits use of smaller amounts of hor- 
mones, thus lessening or eliminating their 
well-known side effects. “A proper mixture 
of salicylates and corticosteroids produces an 
effective antirheumatic agent in many cases.”! 

Suit your treatment to your individual 


arthritic patient. Use the hormone you pre- 
fer, in the dosage you think best, but for 
better results combine it with BUFFERIN, the 
salicylate proved to be better tolerated by 
arthritics.? 

BUFFERIN contains no sodium, a marked 
advantage when cardiorenal complications 
make a salt-restricted diet necessary. 

Each BuFFERIN tablet contains 5 grains 
of acetylsalicylic acid 
and the antacids mag- 
nesium carbonate and 
aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159: 645 (Oct. 15) 1955. 
2. J.A.M.A. 158:386 (June 4) 1955. 
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an agitated senite pratient 
.. . “no longer a disturbing element in the family” 


Typical “Thorazine’ Case History 


patient: “This 72-year-old woman babbled constantly. She would hit at 
anyone who came near her and allowed no one in the home 
to touch the television or telephone. Her family contemplated 
having her committed.” 


medication: ‘Thorazine’, 25 mg. orally, t.i.d. 


response: “ Within a week her hyperactivity diminished. She became calm 
and friendly and spoke in a coherent manner. She was 
no longer a disturbing element in the family. . . . Six months 
after the start of treatment she continues to remain 
relatively free from symptoms.” 


THORAZINE* 


is available as the hydrochloride in ampuls, tablets and syrup; 
and as the base in suppositories. 


Smith, Kline & French Laboratories, Philadelphia 


*T. M. Reg. U. S. Pat. Off. for chlorpromazine, $.K.F. 
This case report, from a general practitioner, is in his own words. Photo professionally posed. 
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has obvious advantages over desiccated thyroid... 






Synthroid sodium 


(pure crystalline Sodium Levothyroxine) TABLETS 


uniform composition’ 
constant potency” 
greater stability’~ 


freedom from troublesome side effects" * 


Containing only the active principle of the thyroid gland, 
SYNTHROID Tablets are odorless, tasteless and free from all 
impurities. All batches are absolutely identical so that dose-for-dose 
uniform clinical effect is assured. 

SYNTHROID Tablets are available in three strengths, 0.05, 0.1, and 0.2 mg., scored to permit 
dosage units as small as 0.025 mg. Bottles of 100. 


References: (1) Hart, F. D., and Maclagan, N. F.: Brit. M. J. 1:512 (Mar. 4) 1950. (2) Starr, P., and 
Liebhold-Schueck, R.: J.A.M.A. 155:732 (June 19) 1954. (3) Starr, P.: Postgrad. Med. 17:73, 1955. 


For free sample, write “SYNTHROID” on your Rx and mail to... 


TRAVENOL LABOR ATORIE §S, 
Pharmaceutical Products Division + BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 
05956 





INC. 
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x 
(whether toxic, neuromuscular 
or emotional in origin) 


more COMPREHENSIVE in 
therapeutic effects 
e adsorbs toxins e soothes mucosa 


e reduces hyperperistalsis neutralizes hyperacidity 
e eases emotional tension 


| DONNAGEL & 


(DONNATAL WITH KAOLIN AND PECTIN COMPOUND) 


Each 30 cc. of Donnagel contains: 
Hyoscyamine Sulfate 0.1037 mg. 
Atropine Sulfate . 0.0194 meg. 
Hyoscine Hydrobromide.. 0.0065 mg. 
Phenobarbital (1% gr.)..... \ me. 
Kaolin (90 gr. r u Gm, 
Pectin (2 gr.) 
Dihydroxy aluminum 

aminoacetate (7% gr.) .. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 





WHAT IS THE DIFFERENCE 


BETWEEN A TRANQUILIZER 
AND A SEDATIVE ? 















Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


PANN a Oe ARN eNom rn tn Si 


No drug. 


Vr IOVr”ry PAA wArtdnyinn ys 


After Raudixin. E.E.G. not altered. 


After barbiturate. Typical “spindling”’ effect. 





Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


a 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 





SQUIBB 


Squibb Quality— the Priceless Ingredient *RAUDIXIN'® IS A SQUIBB TRADEMARK 
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BETTER 


results are obtained 

with STERANE'—=83 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.’ 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 





brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored, 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

8. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 








Somnos. , 


CAPSULES AND ELIXIR CHLORAL HYDRATE 


for the aged,"‘sleep and sedation without any medullary depression” 


MAJOR ADVANTAGES: ‘‘One of the safest of all sedatives.’’2 
Affects no vital function. _ 








SOMNOS helped him to sleep—without delay ae 


For the restlessness and insomnia of your almost anyone, of any age, for chloral hy- 
elderly patient, Somnos—chloral hydrate— drate has a “large margin of safety.” 

is “an excellent and essentially nontoxic 

sedative.”’ Sleep follows administration 

within the hour. Relaxation is complete, yet 

the patient may be aroused easily and 

awakes refreshed. 


SoMnos is useful for cardiac and psychi- Philadelphia 1, Pa. , ] 





atric patients.' Indeed, it may be given to DIVISION OF MERCK & CO., INc, 


References: 1. West Virginia M. J. 49:292, 1953. 2. Mod. Med. 19:59, 1951. 3. Geriatrics 9:303, 1954, 
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Current studies. show Peptonized lron— 


Y One-third as toxic as ferrous sulfate. 
y Absorbed as well as ferrous sulfate. 
Y Non-astringent. 


VY Free from tendencies to disturb digestion. 


(One-tenth as irritating to the gastric mucosa 
as ferrous sulfate.) 


VY More effective in iron-deficient anemias. 


LEVETAXMIEN with Peptonized tron 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Read before the American Association for the Advancement 
of Science, Zoological Section, Atlanta, Georgia, December, 1955. 
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Peptonized iron is virtually predigested. It is ab- 
sorbed as well as ferrous sulfate, and is one-tenth 
as irritating to the gastric mucosa. Anemias re- 
fractory to other forms of iron will often respond 
promptly to Livitamin therapy. 





The Livitamin formula, containing the B com- 
plex, provides integrated therapy to correct the 
blood picture, and to improve appetite and digestion. 


Each fluidounce contains: 


fron ipepioniged kk as ew a 420 mg. 
(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble. ...... 158 mg. 
Thiamine hydrochloride. ....... 10 mg. 
IER hc Sa) ee ee 6 we os re eA 10 mg. 
Vitamin By (crystalline)... ....., 20 mcg. 
PERN Nore Se en Gosh wo. be, 50 mg. 
Pyridoxine hydrochloride ....... 1 mg. 
PRIGUNORIC WING 2S 56a ae 5 mg. 
EAVETSVACUON YE 5 5 aw 8 8 Gs Se ws 2 Gm. 
ane MIAN OMA. kk ke 6 we ALS 1 Gm. 
BISEMADN SO 5 ate iw ae Ae et eee Ss 30 mg. 
NSE Sa. 2x ar Sy oe RO: a ae ee ee 60 mg. 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 
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PROVED ANTICHOLINERGIC EFFICIENCY 


Pro-Banthine’ Provides 


Rapid Relief in Acute Pancreatitis 


RN zp Pro-Banthine inhibits excessive vagal stimulation 
Ay VA of the stomach and pancreas and reduces** 
y- GEnn both gastric and pancreatic secretions. 
b } ‘ 
ta \ 
eee Oe ee / Sites of Action of Pro-Banthine With use of the Levin tube and a 
\ A sae We Ao a drug “such as Pro-Banthine... 


most cases of acute pancreatitis? 
will subside in a few hours, or at 
1 the most, in a few days.” 
‘Nomeeae gece ‘ . ae Schwartz and Hinton achieved* 
9 Fs fuse dramatic relief of pain in four of 
six patients with acute hemor- 
rhagic or edematous pancreatitis 
within twenty to thirty minutes 
after giving Pro-Banthine intra- 
muscularly. A dose of 15 to 30 
mg. may be repeated! parenter- 
ally at intervals of six hours. 
Pro-Banthine bromide (brand 
of propantheline bromide) also 
S iy has proved highly effective in the 
7B therapy of peptic ulcer, hyper- 
trophic gastritis, diverticulitis, bil- 
iary dyskinesia, ileostomies and 
genitourinary spasm. G. D. Searle 
& Co., Research in the Service of 
Medicine. 
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1. Jones, C. A.: Arch. Int. Med. 96:332 
(Sept.) 1955. 

2. Zollinger, R. M.: Postgrad. Med. 15: 
323 (April) 1954. 

8. Woodward, E. R.: M. Clin. North 
America 38:115 (Jan.) 1954. 

4. Schwartz, I. R., and Hinton, J. W.: 


Pt Pn pewvic NERVE Personal communication, February, 


Sites of Action of Pro-Banthine. The principal site of action of 
Pro-Banthine is on the parasympathetic system where it exerts a dual 
action while exerting a single and lesser action on the sympathetic 
system: (1) parasympathetic effector; (2) parasympathetic ganglion; 
(3) sympathetic ganglion (see arrows). 
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“Neather rain, nor snow, 
nor advancing years - 


shall stay this courier!” 


For persons past forty, good health is usually a source of great pride and 
satisfaction. Each succeeding year seems to heighten their delight and 
appreciation. To help these “senior citizens’? maintain their vigor, pre- 
scribe GEVRAL, a comprehensive geriatric diet supplement that provides 
14 vitamins, 11 minerals, and Purified Intrinsic Factor Concentrate—all 
in one convenient, dry-filled capsule. 


5000 U.S.P. Units 
500 U.S.P. Units Purified Intrinsic 
Factor Concentrate 
Thiamine Mononitrate (B1) ‘ Iron (as FeSOs) 
Riboflavin (B2)..........esee0e 5 mg. lodine (as K!) 


S Phosphorus (as CaHPO.) 110 mg. 

Pyridoxine HCI (Be) t e Boron (as Na2Bs07.10H20) 0.1 mg. 

Ca Pantothenate g. 1 mg. 

Choline Dihydrogen Citrate. . . ei dan aa = on for more rapid and com- 

Ascorbic Acid (C) ‘ Magnesium (as MgO) 1 mg. plete absorption, freedom 

Vitamin E Potassium (as KeS04) 5 mg. from aftertaste. A Lederle 
(as tocopheryl acetates)... .U. EC | eae 0.5 mg. exclusive! 


filled sealed capsules 


Other Lederle geriatric products include: GEVRABON* Vitamin- Mineral 
Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEVRINE* Vitamin-Mineral- 
Hormone Capsules. 


CED LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK 
* 
REG. U.S. PAT. OFF. 








“DURST” | 


Senilex 
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Typical Sanka Booth At Medical 
Conventions All Over The Country 


Your verdict was’ DELICIOUS!” 


and your patients will agree 


“This is for me—because I love good 
coffee!”” Comments like this were heard 
time after time at the Instant Sanka booth 
at the medical convention. 

Good evidence that if you’re a coffee 
lover, you'll enjoy Instant Sanka. It’s 
100% pure coffee—rich and full-bodied. 


INSTANT 
SANKA COFFEE 


Only the caffein has been removed. 
And just as a reminder—why not tell 
your caffein sensitive patients about In- 
stant Sanka Coffee? They'll be glad to 
know they can drink as much Instant 
Sanka as they want without being bothered 
by sleeplessness or jitters due to caffein. 


All pure coffee... 
97% caffein-free 


y 


Product of General Foods 
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NEW CONCEPT IN URINE-SUGAR TESTING 


CLINISTIX 


TRADEMARK 


REAGENT STRIPS 

















specific enzyme test for urine glucose 


of eee 


just dip 
and read 


complete specificity ... unaffected by non- 
glucose reducing substances ...differenti- 
ates glucose from other urine-sugars... 
thousands of tests reveal no substance 
causing a false positive. 


extreme sensitivity ...detects glucose con- 
centrations of 0.1% or less. 


utmost simplicity and convenience...a 
CLINISTIX Reagent Strip moistened with 
urine turns blue when glucose is present. 


qualitative accuracy...used whenever 


| POSITIVE NEGATIVE 
‘ 
Strip No } 


} turns 


: | blue 
| 


presence or absence of glucose must be 
determined rapidly and frequently. 
CLINISTIX does not attempt to give quan- 
titative results because so many factors in 
urine influence enzyme reactions. 


economy...CLINISTIX saves time and 
cuts costs...each strip is a complete test 
rapidly performed without reagents and 
equipment. 


available: Packets of 30 CLinisTIx Re- 
agent Strips in cartons of 12—No. 2830. 


AMES COMPANY, INC * ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 13356 





for the 
acutely 
agitated... 


QUIESCENCE AND 
EMOTIONAL DETACHMENT 


NEW Potent Ataraxic 


HYDROCHLORIDE 


Promazine Hydrochloride 


10-(-y-dimethylamino-n-propyl)-phenothiazine hydrochloride 


INDICATIONS: 

@ The acute alcoholic!:2—delirium tre- 
mens, acute hallucinosis, tremulousness 

@ The acute psychotic!—acute excita- 
tion due to various psychoses 

@ The drug addict!—withdrawal syn- 
drome: nausea, vomiting, muscle and 

~ bone pains, abdominal cramps, gen- 
eral malaise 





NYU] 0) o} [fo Fame Ko] 0) (5c py eo mo) Oo] 11> BN RO) FINDINGS: . ‘ ‘ 
mg., bottles of 50 and 500; 200 “The drug...is effective in... maintain- 
mg., bottles of 500. Injection, 50 ing these subjects in a quiescent detached 
mg. per cc. vials of 2 and 10 cc, state.... Complications such as jaundice, 
1. Fazekas, J.F., et al: JAMA. ... dermatitis, edema, lactation, basal 
161:46 (May 5) 1956. 2. Mitchell, ganglion disturbances, or depression were 

eee Cn) ee, Pee (ayo) 1996. not observed during these studies.””! 

Nyeth "Trademark 

An Exclusive Development of Wyeth For intravenous, intramuscular, or oral 


felphia 1, Pa male] duielae) (ole | [oro] MNCS t-Yol ga administration 






























Broadens the scope for this established 


Particularly in the geriatric patient, support 
therapeutic modality. 


for the nutrient supplying vascular 
termini is important. Restoration and 
maintenance of normal capillary per- 
meability will help prevent hemorrhage 
and loss of essential tissue nutrients 
and metabolites.** 





The flavor and aroma of HESPER-C 
LIQUID will make it entirely 
acceptable to the most finicky patient. 


Dosage: No less than 6 teaspoonfuls daily. 


Supplied: is 
supplied in bottles of 4 oz. and 12 oz. 


HESPER-C is available in capsule form. 
In bottles of 100 and 1000. 





HESPER-C LIQUID makes the 
difference in treatment of: cerebro- 
and cardiovascular disease, hypertension, 
diabetes and diabetic retinopathy, arthritis, 
purpuras, asthma, epistaxis, fractures. 





” References: 1. Drezner, H. L., et al.: Am. Pract. & Dig. 

; hastens post of Treatment 6:912, 1955. 2, Martin, G. J. (Editor): 
operative recovery and is an important ‘ Seeperidie ag Ascorbic Acid. ge Occurring 
" ° ° ° vnergists. Basel, Switzerland. Messrs. S. Karger, 1954. 
adjunct in preventive geriatrics. 3. Gale, E. T. and Thewlis, M. W.: Geriatrics 8:80, 1953. 


PRODUCTS OF ORIGINAL RESEARCH 






THE NATIONAL DRUG COM PAN VW _ PHILADELPHIA 44, PA. 
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H t L p FUL Hi IN TS For Prevention of 


Drug-induced Constipation 








Dear Doctor: 


Drug-induced constipation may have serious consequences, 
especially from the use of ganglionic blocking agents, Pa- 
tients on this therapy must have a bowel movement every day 
to avoid serious cumulative effects, 1 


Malt Soup Extract provides an ideal laxative for long-term 
use because of its mild, physiologic action. It is gentle, safe, 
and non-habit forming. 


Send for folder 
of “Helpful Hints” 4 . leon. 


(1) Hanssmann, I. J.: J. Iowa St. M. 

Soc. 45: 606-609, 1955; (2) Hoobler, 

S. W.: South Dakota J. Med. & Pharm. Stanley Olson 

9: 51-58, 1956. BORCHERDT COMPANY 


GOOD FOR ~ 
a GRANDMA, 100! fi 


















Borcherat 






A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


aS ar Legal wil DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
UC OraAhiy Ores hil 3 (may take several days), then 1 or 2 Tbs. at bedtime. 
1. Cass, L. J. and Frederik, W. S.: Malt 


ee ee a Bowe CONE =— gt is BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct.) 1953, Sample 217 N. Wolcott Ave. e Chicago 12, Il, 
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after major surgery, 
illness, injury 


erofor ° tablets 


(Critically essential L-lysine plus all the important vitamins) 


In stress situations hypoproteinemia 
and/or vitamin deficiency states may be 
responsible for these complications’: 


decreased resistance to infection 
increased susceptibility to shock 
retarded wound healing and 
callus development 


At the time when the need 

for high quality protein is the 
greatest, too many convalescents 
choose lysine-deficient wheat 
and cereal proteins. 


Efficient protein synthesis requires 
all the essential amino acids, 
simultaneously, and in the 

correct proportions.® 


Efficient protein synthesis 
also requires ample supplies 
of vitamins.* 





Three Cerofort Tablets daily, 
one with each meal, supply: 


L-Lysine Monohydrochloride ...... 790 mg.* 
Witnihin A. a sivscesncu sce 25,000 U.S.P. units 
Watnnnh AD >5¢cccseees sae 1,000 U.S.P. units 
Thiamine Mononitrate ..........+6 10 mg. 
REGONOVIN ..a:5siesabeescweseatnaees 10 mg. 
Pyridoxine Hydrochloride ......... 2 mg. 
Niscimanege: sissies ssawe essen ses 100 mg. 
Calcium Pantothenate ...........- 20 mg. 
Vitamin B12 Activity (Cobalamin).. 4 mcg. 
PGs Agia’ csv. de easeuchewee ss ces 1.5 mg. 
ASCOTIC ACG <0 3en an Siena teens 800 mg. 


*Equivalent to 600 mg. L-lysine 
Supplied in bottles of 60 tablets. 


References: 1. Rhoads, J.E.: Internat. 

Abstr. Surg. 94:417, 1952. 2. Mecray, P., Jr.: 
Am. J. Clin. Nutrition 3:461, 1955. 

8. Cannon, P.R.: J.A.M.A. 135:10438, 1947. 
4. Halpern, S.L., in Nutrition in Infections, 
Miner, R.W., ed.: Ann. New York Acad. Sc. 
63:147, 1955. 


and for the special nutritional needs of growing children, adolescents, and the elderly: 


Of =s ales Rey 45 OE ao! bb. os bh a 


first with lysine (Az) 





(L-lysine plus important B vitamins) 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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1. Levy, S.: JAMA, 153:1260 

2. Seidel, H., Silver, A.A., and Nagel, H. 
i. Am. Geriatric Soc. 1:28 

3. Houston, C.S. New England J. Med. 
240:683 





in mental confusion, 
emotional lability, 

and depression 

in aging and aged patients 


~ ¥ 
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ip, Vitae ‘ 
naleptone 


elixir 





produces “marked improvement’ 


In a group “‘. . . presenting a clinical picture of marked memory 
defect, confusion and deterioration, and mild behavior disorders 
... the most important changes occurred following the adminstra- 
tion of the [pepsin] elixir containing pentylenetetrazol and nico- 
tinic acid. This elixir produced a marked improvement in the 
behavior of the patients ... All patients subjectively stated that 
they felt much better physically, and this was objectively con- 
firmed by the gain in weight, ranging from 2 to 8 pounds in over 
75% of the patients.” 


ANALEPTONE Stimulates the respiratory and vasomotor centers— 
causes a peripheral vasodilatation—“...a step forward in the 
halting of degenerative processes.”’? ANALEPTONE helps overcome 
the “mental confusion, emotional lability, errors of judgment, 
inability to concentrate, headaches . . .”3 and other symptoms 
of cerebral hypoxia. 


formula: Each teaspoonful (4 cc.) contains: 


Y uf Pentylenetetrazol ..........2.. 200 mg. 
* ”* Nicotimic Acid (Niacin) . . ... 2 6 6s es 100 mg. 
~ ea xX > Pee Kr. we q.s. 
WN \ Alcohol 16% by volume 


indications: Fatigue, mental confusion, irritability, anti-social 
attitudes, functional memory defects particularly 
in the aging and the aged patient. 


dosage: One-half to one teaspoonful 1 to 3 times daily. 


JERSEY CITY 6, NEW JERSEY 
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for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 





increases peripheral 
circulation and 
reduces vasospasm by 
(1) adrenergic blockade, 
and (2) direct vasodilation. 
Provides relief 
from aching, numbness, 
tingling, and blanching 
of the extremities. 
Exceptionally 
well tolerated. 


ILIDAR® BRAND OF AZAPETINE RONIACOL® 
BRAND OF 


HOFFMANN-LA ROCHE INC » NUTLEY - WLS. BETA-PYRIDYL CARBINOL 














helps re-establish normal bowel function 






A bulk-producing plantago derivative 
with thiamine which stimulates peristalsis 
physiologically, SIBLIN promotes the formation of 
stools of normal consistency for easy passage. 









in a variety of clinical conditions 






SIBLIN helps to restore and to maintain normal bowel 
function in pregnancy and during lactation, 
in anorectal disorders and following surgical 
operations involving the bowel, in chronic 
constipation, and in diarrhea. 


SIBLIN’ 


lubricant bulk with thiamine 














supplied 
SIBLIN (in granular form), 4-ounce and 16-ounce packages. 
SIBLIN Tablets, also containing gum kayara, pectin and agar, bottles of 100 and 500. 
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:[P: PARKE, DAVIS & COMPANY 
aie DETROIT, MICHIGAN 
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ortome -T.B.A. 


(HYDROCORTISONE TERTIARY -BUTYLACETATE, MERCK) 


produces superior results — greater 
symptomatic relief and longer-lasting 
remissions —in both rheumatoid 


arthritis and osteoarthritis. 


SUPPLIED: SALINE SUSPENSION HYOROCORTONE-T.B.A.—25 MG./CC., VIALS OF 5 CC, DOHME 


References: 1. Hollander, J. l., Ann. New York Acad. Sc. 61:511, May 27, 1955. = ° 
: ; 6 -hiladelphia 1, Pa. 




























2 IBEROL Filmtabs a day supply: 


THE RIGHT AMOUNT OF IRON 
Ferrous Sulfate, U.S.P. . . 1.05 Gm. 
(Elemental lron—210 mg.) 

PLUS THE COMPLETE B COMPLEX* 


Bevidoral® . . 1 U.S.P. Unit (Oral) 
(Vitamin By with Intrinsic Factor 
Concentrate, Abbott) 


Folic Acid . . . 2mg. 

‘Liver Fraction 2, N.F. . . 200 mg. 
Thiamine Mononitrate . . . 6 mg. 
Riboflavin . . . 6 mg. 

Nicotinamide . . . 30 mg. 
Pyridoxine Hydrochloride . . . 3mg. 
Calcium Pantothenate . .. 6mg. 


PLUS VITAMIN C 
Ascorbic Acid . . 150 mg. 


ffiltitab: 






i 
| 
(intrinsic Factor Concentrate, B12, | 
tron, with other Vitamins, Abbott) 







Potent Antianemia 
Therapy plus basic 
Nutritional Support 






*The PLUS that makes the difference 


Vilter' reported that a diet rich in the 

B-complex vitamins should be prescribed 

when treating nutritional anemia, because of 
the importance of the B complex 
to cellular metabolic functions. 


607205 


1. Vilter, Richard W., Am. J. Clin. Nut., 3:72, Jan.-Feb., 1955. 
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your patient should not be 


endangered by fluid accumulation 


during “rest periods’ 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 





When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 





rasver EOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG OF 3-CHLOROMERCUR!-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10°MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


01256 


LAKESIDE 
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Volume 11, Number 7 enanics 


Diseases of the peripheral veins 


in the aged 


EUGENE L. LOWENBERG, M.D. 


NORFOLK, VIRGINIA 


@ The incidence of diseases of the 
peripheral veins increases with age. 
Often this simply represents neglect 
catching up with the patient. Varicose 
veins, asymptomatic for years, may pro- 
duce severe complications late in life. 
The average patient who develops acute 
massive superficial thrombophlebitis in 
varicose veins has had varicose veins for 
twenty or more years. Age also predis- 
poses to diseases of the deep veins. Phle- 
bothrombosis and femoro-iliac throm- 
bophlebitis are not rare in the ambulant, 
apparently healthy, aged patient. Deep 
vein phlebitis constitutes a real hazard 
when the aged patient is hospitalized for 
cardiac disease, for surgery, or as a re- 
sult of a fracture. 


CONTRAINDICATIONS FOR SURGERY 


We would not advise every elderly pa- 
tient with varicose veins to have surgical 


EUGENE L. LOWENBERG is chief of peripheral vas- 
cular disease service, Norfolk General Hospital, 
and civilian consultant at U. S. Naval Hospital, 
Portsmouth, and U. S. Public Health Hospital, 
Norfolk. 


The physician who recommends a 
conservative program for asympto- 
matic varicose veins in the aged takes 
a calculated risk that stasis dermatitis, 
stasis ulceration, acute superficial 
thrombophlebitis, or even leg ulcera- 
tion will not cripple the patient’s re- 
maining years. The treatment of vari- 
cose veins and their complications is 
presented. 

The management of phlebothrom- 
bosis of the calf veins and iliofemoral 
thrombophlebitis in the aged is dis- 
cussed, including indications for anti- 
coagulant therapy and for surgical 
intervention. 


eradieation of his varicosities. If the 
varicosities are not large and not becom- 
ing progressively worse, if they are en- 
tirely asymptomatic, and if none of the 
complications of venous stasis are pres- 
ent, the patient may well be told not to 
bother the varicosities if they are not 
bothering him. Elastic supports may be 
prescribed as a further assurance that the 
condition will be held in check. The pa- 


Geriatrics, July 1956 275 








tient is instructed to avoid prolonged 
standing and to take one or two rest pe- 
riods a day in the recumbent position 
with legs moderately elevated. In adopt- 
ing a conservative program for asymp- 
tomatic varicosities in the aged, we are 
taking a calculated risk that stasis der- 
matitis, stasis ulceration, acute super- 
ficial thrombophlebitis, or leg ulceration 
will not develop. 

Sclerotherapy is not recommended as 
a definitive treatment of varicosities of 
the aged. If the varicosities are asympto- 
matic, the simple measures suggested are 
adequate. If the varicosities are large, 
sclerotherapy will result in thrombosis 
of the varicosities rather than sclerosis. 
The benefits will be temporary as the 
thrombosed vein will rapidly recanalize. 
Furthermore, injection of varicose veins 
in this aged group without a preliminary 
saphenous ligation is probably a little 
more risky than in younger people. 


INDICATIONS FOR SURGERY 


When the varicosities are large, when 
they cause leg discomfort, when stasis 
dermatitis is resistant to treatment, when 
stasis ulceration is present, the patient 
is entitled to surgical relief. The surgery 
envisioned is radical and extensive but, 
if skillfully performed, is readily han- 
dled by the aged patient without mor- 
bidity or mortality. Factors increasing 
the safety of saphenous vein surgery for 
the aged are: 

e The anesthesia may be very light, or, even 
better, low spinal or unilateral spinal anes- 
thesia may be used. 

e Early ambulation is part of the postopera- 
tive program and readily put into effect. 

e The necessary incisions are usually short 
and thus heal nicely. 

@ Blood loss may be held to a minimum by 
special technic. 

Large varicosities increase the total 
vascular bed and probably increase the 
work load of the heart in transferring 
blood from the venous to the arterial 
side of the vascular system. It is to be 
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presumed that radical cure of large vari- 
cose veins in the aged may not only rid 
the patient of his varicosities and the 
complications thereof but also lighten 
appreciably his cardiac load. 


EVALUATING THE AGED PATIENT FOR 
SAPHENOUS VEIN SURGERY 

We feel that the aged patient who leads 
a normally active life for his age, who 
has no dyspnea on exertion, and who 
has a negative systemic history will 
tolerate saphenous vein surgery very 
well. However, it is our practice to rely 
on a complete examination by a capable 
internist before accepting the patient for 
surgery. The internist’s study usually 
includes, in addition to the complete his- 
tory and physical examination, an elec- 
trocardiogram, a blood sugar test, a non- 
protein-nitrogen blood test, and a 
phenolsulfonphthalein renal function 
test. If the history suggests residual urine 
or prostatism, a urologic consultation is 
requested. A simple saphenous ligation 
and stripping procedure may easily re- 
sult in complete urinary shutdown in the 
presence of prostatic hypertrophy, as 
shown in the following case history. 

The patient, a 70-year-old man, was hospital- 
ized for recurring episodes of acute spontane- 
ous thrombophlebitis in enormous varicosities. 
Long, saphenous ligation and stripping were 
performed bilaterally under spinal anesthesia. 
The patient was unable to void after the surgery 
and an indwelling catheter was inserted. Nu- 
merous attempts were made thereafter to leave 
out the catheter but, in spite of various medica- 
tions and forced ambulation, the patient was 
unable to void. Urologic consultation revealed 
median bar prostatic obstruction. A transu- 
rethral prostatic resection became necessary be- 
fore the patient could be discharged from the 
hospital. 

Medical disabilities such as hyperten- 
sion, diabetes, or asthma are not con- 
sidered contraindications to saphenous 
vein surgery in the aged. Peripheral ar- 
terial insufficiency is a definite con- 
traindication, as will be shown. 

A previous episode of coronary 
thrombosis does not exclude saphenous 











vein surgery if cardiac reserve is good, 
but the operation should be deferred for 
at least six weeks after the cardiac at- 
tack. 


EVALUATION OF THE PERIPHERAL ARTERIAL 
CIRCULATION 

When a patient is referred for enormous 
varicosities it is easy to forget about the 
peripheral arterial circulation. However, 
in the older age group, careful evalua- 
tion of the arterial circulation to the ex- 
tremity is imperative. When there is an 
appreciable reduction in arterial circula- 
tion, saphenous vein surgery may result 
in delayed healing of the incisions, ini- 
tiate areas of gangrene, or even lead to 
leg amputation, as shown in the follow- 
ing history. 

The patient, a 62-year-old man, was seen in 
consultation because of unhealed surgical 
wounds. The initial surgery consisted of a 
saphenous ligation and stripping, Kondoleon’s 
operation, excision of a stasis leg ulcer, and skin 
graft. The skin flaps of Kondoleon’s procedure 
had sloughed, and thes initial skin graft had 
died. Two subsequent attempts at debridement 
and skin grafting had also failed. Examination 
at the time of consultation revealed absence of 
pulsations in the dorsalis pedis and posterior 
tibial arteries. A good popliteal artery pulsa- 
tion was present. Arteriogram showed an oc- 
clusion beginning in the lower end of the pop- 
liteal artery. The opposite limb also showed 
evidences of considerable arterial insufficiency. 
It is to be presumed that arterial insufficiency 
existed in the operated limb before the opera- 
tion for varicosities and stasis ulceration. Thigh 
amputation was recommended. The patient re- 
covered after some delay in healing of the 
amputation stump. 


The importance of excluding periph- 
eral arterial insufficiency before under- 
taking saphenous vein surgery in the 
aged is apparent. Claudication is one of 
the most reliable symptoms in medicine. 
If the patient has to stop walking be- 
cause of pain in the foot or leg, arterial 
insufficiency is surely present. Varicose 
veins cause cramps in the limb at night 
and discomfort on prolonged standing. 
The discomfort is relieved, not aggra- 
vated, by walking. Good peripheral 


pulses, normal oscillometric readings, 
and absence of a history of claudication 
are prerequisite to saphenous vein sur- 
gery. 

Although any significant degree of ar- 
terial insufficiency contraindicates  sa- 
phenous vein surgery, patients evidencing 
a slight degree of peripheral arterial in- 
sufficiency may have their veins eradi- 
cated if attention is given to both arterial 
insufficiency and varicosities. We have 
helped many patients suffering from 
early .arterial insufficiency by a simul- 
taneous lumbar sympathectomy and 
saphenous vein ligation and stripping. 


TYPE OF SURGERY RECOMMENDED FOR 
VARICOSITIES IN THE AGED 

Our standard treatment of varicose veins 
has become high ligation plus removal 
of the main stem of the long and short 
saphenous system and all of its varicose 
branches. We feel that, if the aged pa- 
tient is to undergo surgery at all for his 
varicosities, he should have the type of 
operation that will effectively cure his 
condition. Simple high ligation followed 
by sclerotherapy has been found to be 
wholly inadequate. Multiple ligations not 
only fail to help the situation but actual- 
ly stimulate the development of more 
extensive varicosities and render a second 
procedure a most difficult proposition. 
Thorough removal of each varicose ves- 
sel is almost as important as a high and 
radical saphenous ligation itself. This is 
accomplished by painstaking work with 
internal and external strippers. In ag- 
gravated cases of varicose veins, the 
operation preferred is to make long in- 
cisions from groin to knee and knee to 
ankle, then to turn back the skin flaps 
and, under direct vision, remove the 
subcutaneous tissue, the varicosities, and 
the perforator veins. In contemplating 
this latter procedure in the aged, one 
must be sure there is no significant pri- 
mary arterial insufficiency and also that 
there is no small vessel cutaneous arterial 
insufficiency lest the skin flaps necrose. 
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The treatment of varicose veins should 
be individualized and the management 
of each case should be based on the find- 
ings and presumed pathologic physi- 
ology. 

Marking of the varicose veins with 
20 per cent silver nitrate prior to the 
operation lends thoroughness to the 
procedure. 


PREVENTION OF SHOCK IN SAPHENOUS 
VEIN SURGERY 

Although we are not concerned with 
surgical technic in this paper, a few 
practical points are in order. In saphe- 
nous vein surgery, some blood loss is to 
be anticipated and, since the aged pa- 
tient tolerates this poorly, he goes to 
operation with blood available for trans- 
fusion. Biood is replaced as lost. Blood 
loss may be minimized by the gentle use 
of the external strippers, by making ad- 
ditional incisions whenever branches or 
communicating veins are encountered, 
and by definitive ligation of the com- 
municating veins rather than separation 
by evulsion. 

Perforator veins are especially apt to 
be found in relation to cirsoid masses of 
varicosities or at a site of sudden increase 
in size of varicosities. When the internal 
strippers are used, all large varicose 
branches of the long and short saphe- 
nous system are disconnected from the 
main line and stripped individually or 
resected before the main line is pulled 
out. The last rather than the first strip- 
ping procedure is the main line and this 
is done with the leg elevated high. One 
is thus able to apply at once sterile Ace 
bandages from toes to groin to stop 
bleeding. Five minutes or more later 
these bandages are removed and the sub- 
cutaneous tracks irrigated with saline 
solution. Manual expulsion of blood 
within the tracks is done with great 
gentleness and only when the wounds 
are open, so as to lessen the danger of 
pressing clots through the perforator 
veins or branches and thus causing em- 
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bolism. After the incisions are sutured, 
the Ace bandages are reapplied. 


POSTOPERATIVE ANTICOAGULANT THERAPY 
In former vears the incidence of pul- 
monary embolism following saphenous 
vein surgery was high. Better surgery 
and early ambulation have lessened this 
tendency. We feel that the patient un- 
dergoing saphenous vein surgery is en- 
titled to the added protection of anti- 
coagulant therapy and routinely include 
it in our postoperative orders. When the 
operation has been unduly traumatizing, 
the anticoagulation therapy is initiated 
with heparin and maintained with dicu- 
marol. Heparin, 50 mg. in 20 cc. of 
sterile distilled water, is given intra- 
venously four, eight, and twelve hours 
postoperatively. Thirty milligrams of 
undiluted heparin are given subcutane- 
ously every four hours during the night. 
The dicumarol is given as soon as post- 
operative nausea has passed, usually be- 
ginning with 250 mg. Heparin is dis- 
continued after the first twenty-four 
hours. Daily prothrombin times are 
taken and on these the dicumarol dosage 
is predicated. The patient leaves the hos- 
pital on the fourth to the seventh day with 
a prescription for dicumarol to be taken 
in gradually diminishing doses. We have 
not had a fatal pulmonary embolism on 
this regime in a series of well over 1,000 
saphenous vein ligations and strippings. 
There has been an occasional incidence 
of postoperative phlebothrombosis in the 
deep veins but this has always respond- 
ed readily to stepped-up anticoagulant 
therapy. 


SPONTANEOUS THROMBOPHLEBITIS OF THE 
VARICOSED SAPHENOUS VEIN 


Idiopathic acute thrombophlebitis is a 
common complication of varicosities of 
the aged. The condition occurs more 
frequently in very large varicosities in 
which venous stasis is pronounced. Often 
varicosities which have been asympto- 
matic for years suddenly, for no appar- 











ent reason, become involved in an in- 
flammatory process with local redness, 
tenderness, hardness, and surrounding 
cellulitis. The thrombophlebitic process 
may subside spontaneously, may grad- 
usually ascend to the femoral saphe- 
nous junction, or may spread through 
the communicating veins into the deep 
venous system with all the dangers there- 
of. Combined superficial and deep vein 
thrombophlebitis is far from rare. If 
there is deep calf tenderness, tenderness 
along Hunter’s canal, or a positive dorsi- 
flexion test, such a situation, may be 
presumed to exist. If pulmonary em- 
bolism has occurred in the presence of 
clinical, surface vein thrombophlebitis, 
a complicating, latent, deep vein throm- 
bophlebitis probably exists and is the 
cause of the embolism. 

A 70-year-old man, a cardiac patient, had had 
varicose veins for years, when an area of red- 
ness, tenderness, and hardness appeared along 
the course of the great saphenous vein in the 
thigh. He was hospitalized by his family physi- 
cian and treated with warm compresses to the 
inflamed lesion. Several days after hospitaliza- 
tion, shortness of breath, cough, and expectora- 
tion of blood developed suddenly. Our diag- 
nosis was pulmonary embolism secondary to 
latent deep vein phlebitis and clinical surface 
vein thrombophlebitis. The patient recovered 
after surgery on both saphenous and femoral 
veins, following the procedure which will be 
described. 


Immediate surgery is recommended 
as the treatment of choice for acute 
spontaneous thrombophlebitis in the 
varicosed saphenous vein of the aged 
for three reasons. First, it brings to an 
abrupt end the inflammatory process. 
Second, the slight element of grave 
danger is eliminated. Third, the patient 
is once and for all rid of his varicose 
veins. 

The operation performed consists of 
a high saphenous ligation plus removal 
of the varicosed saphenous system in- 
cluding the thrombophlebitic area. We 
do not hesitate to strip out the inflamed 
thrombosed vein or to incise or excise it. 


The inflammatory reaction is entirely 
nonbacterial and aseptic. 

If concomitant deep vein thrombo- 
phlebitis is suspected or if pulmonary 
embolism has occurred, the operation 
should include an exploration of the su- 
perficial femoral vein in addition to the 
saphenous vein surgery. The saphenous 
vein is ligated at the femorosaphenous 
junction, the superficial femoral vein is 
opened, the thrombus extracted, the vein 
divided, and regional heparinization in- 
stituted through a polyethylene catheter 
tied into the upper end of the ligated 
superficial femoral vein. 


The patient, a 72-year-old woman, was hos- 
pitalized on November 10, 1954. Four weeks be- 
fore, while she was at home, she had had a 
stroke involving the right side, with partial 
paralysis of arm and leg. One week before 
admission, she suddenly became short of breath 
and experienced discomfort in her chest. On 
the day of admission she began to spit up 
blood. The day after admission to the hospital, 
she was observed to have a tenderness along 
the course of the great saphenous vein extend- 
ing to within 3 cm. of the groin. In addition, 
the whole leg was moderately swollen and 
there was tenderness in the calf. 

Preoperative diagnosis was pulmonary em- 
bolism, deep vein thrombophlebitis, and acute 
saphenous thrombophlebitis. During an operation 
on the left side, the saphenous vein was found to 
be occluded with thrombus. The anterior wall of 
the saphenous vein was incised and the throm- 
bus removed peripherally. The anterior wall was 
incised upward to the femorosaphenous junc- 
tion, the thrombus removed from the upper end 
of the saphenous, and the saphenous ligated 
flush with the femoral. When the left super- 
ficial femoral vein was exposed, it was also 
found to be occupied by a red thrombus. It 
was incised transversely and suction and gall- 
stone forceps were used to remove a large 
thrombus which apparently extended up the 
iliac vein. After many efforts, a good back flow 
was obtained. We felt that the clot had been 
completely removed from the femoral and iliac 
veins. A plastic catheter was tied in the upper 
end of the femoral vein and continuous region- 
al heparinization started. The patient made an 
uneventful recovery and the catheter was re- 
moved on the third postoperative day. 


Bed rest seems to prolong and perpet- 
uate spontaneous thrombophlebitis in the 
varicosed saphenous. Days or weeks may 
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go by with the inflammation continuing 
and the thrombotic process gradually 
spreading. If any medical treatment is to 
be instituted, it should be in the form of 
continued ambulation. An active flow of 
blood should be maintained in the un- 
involved veins and particularly in the 
deep veins. Unna’s paste boot or elasto- 
plast bandage and short strips of adhesive 
over the inflamed vein add comfort to 
the patient. Often we prescribe anti- 
coagulant therapy on an ambulatory 
basis. This, of course, is done under 
laboratory control. 


STASIS DERMATITIS 

The atrophy and drying of the skin that 
accompany age seem to predispose to 
dermatitis. When this condition develops 
in the lower extremities in the presence 
of large varicosities, it is often impos- 
sible to cure the dermatitis without erad- 
icating the varicose veins. This is so 
even though the varicosities cannot be 
incriminated as the sole cause of the 
dermatitis. 

We feel that symptomatic stasis derma- 
titis in the aged is an indication for 
saphenous vein surgery, so long as the 
patient understands that treatment along 
dermatologic lines must be continued 
even after the eradication of his vari- 
cosities. 


VARICOSE LEG ULCERS 


It is well to remember that, no matter 
how bad a leg looks from superficial 
vein disease, there is a normal leg at the 
muscle level. If arterial insufficiency can 
be excluded, the worst stasis ulcers of 
the aged can be cured. I prefer radical 
surgery for all except the most super- 
ficial varicose ulcers. The saphenous vein 
is ligated and its main trunk and vari- 
cosed branches are removed by strip- 
ping or excision. The ulcer, the sur- 
rounding diseased skin, the underlying 
fibrosed subcutaneous tissue, and the 
fascia are excised. The resulting defect 
is covered with a split-thickness graft 
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—.001-inch—taken from the thigh. As a 
rule, this results in placing normal skin 
on normal, well vascularized muscle or 
occasionally on healthy tendon sheaths. 
The aged patient stands this type of 
surgery well and, the more extensive 
and radical the surgical debridement, 
the better are the results. 

When moist dermatitis complicates 
the stasis ulceration or when there is 
some slight arterial insufficiency, a lum- 
bar sympathectomy is performed at the 
same time as the saphenous vein surgery 
and the excision of ulcer and graft. This 
is made safe for the aged patient by 
employing unilateral low spinal anes- 
thesia. 


CHRONIC INDURATED CELLULITIS AS A 
COMPLICATION OF VARICOSE VEINS 


A thoroughly documented procedure 
for chronic indurated cellulitis in the 
presence of relatively normal skin is 
Homan’s modification of Kondoleon’s 
operation. In this operation, an incision 
is carried the length of the lower leg 
through the skin, indurated subcutaneous 
tissue, and fascia. The flaps are turned 
back and pared of the subcutaneous tis- 
sue, then fascia and skin are resutured. 
This type of operation is definitely con- 
traindicated in the aged patient. Small 
vessel disease is frequent even in the 
presence of good pulsations in the dor- 
salis pedis and posterior tibial arteries, 
and skin flaps cannot be developed with- 
out necrosis. Such arterial insufficiency 
is particularly apt to be present in dia- 
betes and hypertension. If pronounced 
disability forces operation, the surgery 
recommended is wide excision of the in- 
volved skin and extensive skin grafting. 
The grafted skin will invariably take on 
muscle if there is a good flow of blood 
in the main arterial vessels, whereas skin 
flaps will fail to survive. 

A 65-year-old Negro woman had _ varicose 
veins, a stasis ulcer above the internal malleo- 


lus, and chronic indurated cellulitis involving 
the mesial side of the leg above the ulcer. The 
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saphenous vein was ligated and stripped to the 
knee, and a Kondoleon’s operation was per- 
formed from the knee to the ulcer. The ulcer 
was excised widely and the base grafted. The 
graft took but the cutaneous flaps formed in 
Kondoleon’s procedure sloughed. The patient 
finally recovered after debridement of the skin 
flaps and additional skin grafting. 


Conservative management is recom- 
mended for chronic indurated cellulitis 
in the aged, especially in the presence of 
small artery disease. Prolonged support 
of the leg by weekly application of an 
Unna’s paste boot or an elastoplast band- 
age may bring about enough resolution 
of the process to make the patient com- 
fortable. 


PHLEBOTHROMIBOSIS OF THE DEEP VEINS 
OF THE LOWER EXTREMITIES 


The current trend is to treat uncompli- 
cated phlebothrombosis of the calf veins 
with anticoagulant therapy. I agree with 
this form of therapy for the average 
case. Treatment is started with heparin 
and maintained with dicumarol. Since 
the prothrombin level of a geriatric pa- 
tient may be abnormally low because of 
liver disease, the beginning dose of dicu- 
marol probably should not be over 200 
mg. For the aged patient, we frequently 
resort to surgery in the form of a super- 
ficial femoral vein ligation because of 
an increased incidence of fatal pulmonary 
embolism. We feel that superficial fem- 
oral vein ligation plus anticoagulant 
therapy provides more protection against 
pulmonary embolism than does either 
therapy alone. If pulmonary embolism 
has already occurred, immediate super- 
ficial femoral vein ligation is mandatory, 
for the chances are slight that the aged 
patient will survive a second pulmonic 
episode. A superficial femoral vein liga- 
tion is also performed for the following 
conditions: 

e When anticoagulant therapy is contraindi- 
cated, as in hepatic insufficiency and jaun- 
dice, active tuberculosis, and the postop- 
erative period following gastrectomy. 
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second 
operative procedure is planned or when it 
develops during a preoperative period of 
hospitalization for surgery, such as for a 
prostatectomy. 


e Phlebothrombosis when a stage 


e@ Phlebothrombosis when a return to active 
ambulatory activity is contraindicated, as 
in a case of severe cardiac disease. 

e Phlebothrombosis which develops toward 
the end of a hospital stay from some sur- 
gical procedure that has already required 
considerable time in the hospital. 

e A failure of phlebothrombosis to respond 
to anticoagulant therapy. 

e When there is a history of previous epi- 
sodes of thrombosis or embolism. 

e Recurrence of phlebothrombosis when the 
anticoagulant therapy is discontinued. 

e Phlebothrombosis which develops concom- 
itantly with acute arterial thrombosis or 
chronic arterial insufficiency. 

e Phlebothrombosis which develops in the 
ambulatory patient carrying on his normal 
activities. 


ACUTE ILIOFEMORAL THROMBOPHLEBITIS 


Our management of acute femoro-iliac 
thrombophlebitis in the aged is conserva- 
tive. Pulmonary embolism is an infre- 
quent complication of this disease and 
the postthrombophlebitic syndrome _ is 
rarely of serious consequence in the 
aged. We elevate the foot of the bed 
12 inches, apply voluminous warm com- 
presses from ankle to groin, initiate ac- 
tive anticoagulant therapy, and_per- 
form repeated paravertebral novocaine 
blocks of the lumbar sympathetic gan- 
glia. If pulmonary embolism has oc- 
curred, we resort to surgery as dis- 
cussed below. 


ACUTE ILIOFEMORAL THROMBOPHLEBITIS 
AND PULMONARY EMBOLISM 


We prefer to give the aged patient who 
has survived an episode of pulmonary 
embolism the added protection of com- 
bined anticoagulant therapy and surgery. 
The procedure consists of exposing the 
superficial femoral vein in the groin 
(figure I, a to c), of removing the 
thrombus with forceps (figure I, d and 
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e) or suction (figure If) and of inter- 
rupting and ligating the superficial fem- 
oral vein just peripheral to the femoral 
profunda. Our experience with super- 
ficial femoral vein thrombectomy has 
been entirely satisfactory. We have not 
had to resort to vena caval ligation in 
the aged patient. Many of our patients 
were seriously ill before an embolic 
episode occurred and were not reason- 
able risks for major surgery. We have 
incorporated regional heparinization as 
an additional safety factor in the vein 
thrombectomy technic. A plastic tube 
is tied in the end of the superficial fem- 
oral vein and immediate local heparin- 
ization instituted (figure Ig). It is our 
feeling that any clot that cannot be ex- 
tracted with suction or forceps while 


the head of the bed is raised is so ad- 
herent that it will not become detached 
to form an embolus. Postoperatively we 
rely on dicumarol and regional heparin- 
ization to prevent development of addi- 
tional thrombi until healing has taken 
place. Continuous infusions, consisting of 
500 cc. of 5 per cent glucose in water 
containing 100 mg. of heparin, are main- 
tained through the polyethylene tube in 
the superficial femoral vein. We try to 
infuse one liter in twenty-four hours 
but regulate the rate of flow so as to 
keep the coagulation time at about three 
times normal. The plastic catheter is re- 
moved in seventy-two hours, by which 
time the patient is under the full effect 
of dicumarol. We recently reported the 
successful use of this method in 15 cases. 
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INVOLVEMENT OF THE NECK is particularly common and troublesome 
among elderly arthritic patients. Treatment depends on severity, which 
may be divided into three stages of progressive degeneration. 

Stage 1. Symptoms of sprain develop, and radiography shows some 
vertebral proliferation. Pain, stiffness, and spasm are relieved by a re- 
movable padded collar, which supports the neck until discomfort is 
gone. Heat is applied several times daily, and posture is improved by a 


firm bed. 


Stage 2. Neurologic symptoms of varied patterns result from en- 
croachment of bony outgrowths. In addition to support and heat, 
traction is provided, with the patient in bed. More severe cases may 
require surgery to remove pressure on the nerves. 

Stage 3. Vertebral deformity is severe, with extreme proliferation 
of bone and narrowing or destruction of disks. Treatment must be 
symptomatic. In most cases, pain and disability are alleviated by a fitted 
supportive collar and medical supervision, both to be continued through 


the remaining years. 


J. G. KUHNS: Osteoarthritis of the cervical spine: stage and treatment. New England 


J. Med. 254: 60-64, 1955. 
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By-pass procedure in treatment 


of arteriosclerotic occlusion of 


iliac and femoral arteries 


OSCAR CREECH, JR., M.D., E. STANLEY CRAWFORD, M.D., 
DENTON A. COOLEY, M.D., and MICHAEL E. DE BAKEY, M.D. 


@ Atherosclerotic thrombotic occlusion 
of peripheral arteries constitutes one of 
the most common and disabling compli- 
cations of arteriosclerosis. Occurring 
most frequently in men in the sixth, 
seventh, and eighth decades, this disease 
produces severe restriction of activity 
and, if untreated, may result in loss of 
limb. 

The occlusive process is a result of 
atheroma formation with superimposed 
thrombosis. Generally, encroachment 
upon and, finally, obliteration of the 
arterial lumen occurs slowly so that suf- 
ficient collateral circulation develops to 
maintain viability of the limb. However, 
blood flow through these secondary 
channels cannot approximate normal 
flow because of the increased peripheral 
resistance. Thus basal requirements of 
the tissues may be provided but increased 
demands resulting from activity cannot 
be met and symptoms appear. The 
earliest and most common complaint is 
intermittent claudication, manifest pri- 
marily in the muscles of the calf, in the 
case of femoral artery occlusion, and in 
thighs and buttocks if the occlusive 
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as assistant professor, and DENTON ARTHUR COO- 
LEY as associate professor. 
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Arteriosclerotic occlusion of iliac and 
femoral arteries is segmental in na- 
ture in more than one half of patients 
with absent femoral or popliteal 
pulses. This pathologic feature per- 
mits direct surgical attack on the af- 
fected vessel. 

The safest and most effective 
method for restoring blood flow to 
the extremity is the by-pass proce- 
dure, which consists of implanting an 
arterial homograft into the diseased 
vessel above and below the site of 
occlusion. Of 73 extremities in which 
the by-pass operation was used, 
symptoms were relieved and pedal 
pulses were restored in 92 per cent. 


process involves the iliac arteries. With 
progression of the atherosclerotic throm- 
botic process, collateral flow is en- 
croached upon and pain now appears at 
rest. Trophic changes occur, such as 
osteoporosis and loss of hair and sub- 
cutaneous fat, and the skin appears waxy 
and cadaveric. In this advanced stage, 
ischemic ulceration and gangrene com- 
monly appear to endanger the extremity. 

Until recently, treatment was directed 
toward increasing the collateral circula- 
tion of the limb. Although a variety of 
measures have been employed, lumbar 
sympathectomy has been most widely 
used. Following this procedure, symp- 
toms are temporarily ameliorated in 
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about 60 per cent of cases and the threat 
of impending gangrene may be reduced.’ 
Sympathectomy is limited in effective- 
ness, however, by the fact that the in- 
creased blood flow must be routed 
through existing collateral channels, pri- 
marily in the skin, through which nor- 
mal volume flow is impossible. 

It was assumed that arteriosclerosis 
obliterans involved the peripheral ar- 
teries diffusely, thus precluding direct 
surgical attack on the affected vessel, 
until the more widespread use of arte- 
riography showed this concept to be 
erroneous and that, in more than one 
half of patients with absent femoral or 
popliteal pulses, the occlusive process is 
segmental.? This pathologic feature 
prompted dos Santos* to employ throm- 
boendarterectomy in the treatment of 
the condition. This procedure consists 
of opening the vessel wall, removing the 
atheromatous and thrombotic material 
together with attached intima and part 
of the media, then repairing the wall. 
Although this procedure has been widely 
employed, the incidence of early and 
late failures is high.*:*:*-° 

Another form of direct surgical attack 
upon the diseased segment of peripheral 
artery consists in resection of the oc- 
cluded portion and replacement with an 
arterial homograft or autogenous vein 
graft.-71%11 This procedure has given 
better results than thromboendarterec- 
tomy, but has the disadvantages of re- 
quiring long incisions in the soft tissues 
of the thigh and of frequently produc- 
ing serious interference with functioning 
collaterals. Thus, in the event of failure 
of the vascular graft, blood flow to the 
distal parts of the extremity may be 
critically reduced. 

Because of these adverse features, a 
third surgical procedure has been advo- 
cated recently which appears to offer the 
maximum increase in volume flow with 
little danger of interference with func- 
tioning collaterals.* In principle, it con- 





sists in the creation surgically of a col- 
lateral channel to bridge the occluded 
arterial segment. This, in effect, re-estab- 
lishes continuity of the vessel since the 
diameter of this new collateral is as great 
as the diameter of the host artery. Thus 
near normal blood flow is restored. 

The technic of the by-pass procedure 
for occlusion of the femoral artery is 
essentially as follows: Under light gen- 
eral or spinal anesthesia, a short incision, 
5.0 to 7.5 cm., is made over the femoral 
artery just proximal to the site of oc- 
clusion. The artery is mobilized and an 
area on the anterior wall selected for the 
anastomosis. Then a similar incision is 
made over the artery below the occlu- 
sion and an anastomotic site selected. The 
two wounds are then joined by a tunnel 
made either in Hunter’s canal or in the 
subcutaneous tissue. An arterial homo- 
graft or some other vascular substitute is 
anastomosed end-to-side to the artery 
above, passed through the tunnel and 
sutured to the artery below the blocked 
segment in a similar fashion. The oper- 
ative trauma and blood loss associated 
with this procedure are minimal, per- 
mitting its application to patients who 
might be considered poor risks for other 
types of major operations. 

Any patient with symptoms of arte- 
rial insufficiency of the lower extremities 
and absent femoral or popliteal pulses is 
a potential candidate for this procedure. 
Actual selection of patients is made on 
the basis of arteriographic findings. If 
patency of the popliteal artery below the 
occluded segment can be established 
roentgenographically, the by-pass pro- 
cedufe is indicated. On the other hand, 
if the contrast medium does not outline 
the vessel below the site of occlusion, the 
lumen is obliterated altogether, or too 
small to permit satisfactory anastomosis. 


Case Histories 
The following case histories illustrate the 
circumstances under which the femoral 
by-pass procedure can be employed. 
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Case 1. A 37-year-old Negro man was admit- 
ted to the hospital on February 20, 1955, for 
treatment of an acute myocardial infarction. 
The patient had suffered from intermittent 


claudication in both lower extremities since 
1949 and at the time of admission was able to 
walk only about 50 feet without pain. Because 
of this limited exercise tolerance, he was com- 
pletely disabled. Examination of the lower ex- 
tremities revealed normal femoral pulses at the 
groin but an absence of popliteal and pedal 
pulses bilaterally. 

In April 1955, the patient had recovered from 
the myocardial infarction sufficiently to permit 
investigation of the peripheral arterial occlu- 
sive process. Oscillometric studies revealed a 
severe reduction in pulsatile blood flow to the 
lower extremities (table 1). A treadmill test, 
with the machine set at 120 feet per minute, 


TABLE 1 
OSCILLOMETRIC INDICES BEFORE AND AFTER THE 
BY-PASS PROCEDURE 





Oscillometric index 





Region Preoperative Postoperative 
Case 1 

Thigh 1.5 12.0 

Calf 0.5 5.0 

Ankle 0 1.5 
Case F 

Thigh 1.0 11.0 

Calf 0 ee) 

Ankle 0 1.5 
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Fic. 1 (above). Case 1. Composite arteriogram 
of left lower extremity showing occlusion of 
the superficial femoral artery and patency of 
the popliteal artery and its principal branches. 
Collaterals bridging the occluded segment are 
faintly visible. 


Fic. (left). Case 1. Photograph of right lower 
extremity two weeks after operation showing 
healed incisions in the groin and just above the 
knee through which by-pass procedure was per- 
formed. The arterial homograft lies in a sub- 
cutaneous tunnel connecting these two wounds. 


produced weakness in the legs at 1.5 minutes, 
numbness of the feet at 7.5 minutes, and severe 
claudication at 8 minutes. Femoral arteriograms 
revealed segmental blocks of both femoral ar- 
teries in Hunter's canal, with sizable patent 
segments below the occlusion (figure I). 

On May 4, 1955, operation was performed 
under spinal anesthesia. Incisions were made in 
the groin and at the knee in both lower ex- 
tremities, as shown in figure II. Arterial homo- 
grafts were used to by-pass the occluded seg- 
ment of each femoral artery. Upon completion, 
pedal pulses were present bilaterally. 

The postoperative course was uneventful and 
on June 10, 1955, oscillometric studies indicat- 
ed normal blood flow in both lower extremities 
as shown in table 1. The treadmill test was also 
repeated at a rate of 120 feet per minute for 
ten minutes and no symptoms were produced. 


Comment: This young man was com- 
pletely incapacitated by severe claudica- 
tion in the legs. Although he was con- 
valescing from a_ recent myocardial 


infarction, the femoral by-pass proce- 


dure was easily accomplished with little 
risk to the patient, and resulted in res- 
toration of normal blood flow as evi- 
denced by complete relief of symptoms. 


Case 2. A 65-year-old white man was admit- 
ted to the hospital on April 21, 1955, with gan- 
grene of the left fifth toe, as shown in figure 
III. About six months prior to admission he had 
developed cramping pains in the calf muscles 
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Fig. ut (above). Case 2. Gangrene of the fifth 
toe, before operation. 

Fic. Iv. Femoral arteriogram showing segmental 
occlusion of the superficial femoral artery and 
extensive collateral vessels bridging the occlud- 
ed segment. Although a patent vessel above the 
obstruction is not visualized, a palpable femoral 
pulse at the groin was sufficient indication of its 
presence. Note the widely patent segment be- 
low the obstruction. 


2 








of the left leg on walking and during the past 
two months the left fifth toe had become swol- 
len and red. Several days prior to admission the 
fifth toe had become extremely painful and 
discolored, and walking was almost impossible. 

Physical examination revealed noticeable pul- 
monary emphysema. The left foot was cold, 
red, and swollen and there was a black, ne- 
crotic area on the medial surface of the left 
fifth toe. The left femoral pulse was palpable 
at the groin but popliteal and pedal pulses were 
absent on this side. All pulses were normal in 
the right lower extremity. Oscillometric studies 
revealed an oscillometric index of 1 in the left 
mid-thigh region and of 0 below the knee and 
at the ‘ankle (table 1). On the right, these 
studies were within normal limits. A femoral 
arteriogram disclosed segmental occlusion of 
the superficial femoral artery with patent pop- 
liteal and anterior and posterior tibial vessels 
below, as shown in figure IV. 

On May 10, 1955, a femoral by-pass operation 
was performed, using a lyophilized arterial 
homograft. The upper end of the graft was im- 
planted into the common femoral artery just 
proximal to the profunda branch and the lower 
end into the popliteal artery about 5 cm. above 
its bifurcation, as shown in figure V. 

Upon completion of the procedure, pulsa- 
tions in the dorsalis pedis and posterior tibial 
vessels were normal. During the postoperative 
period the swelling and redness disappeared 
from the left foot and the area of gangrenous 
change became dry and sloughed away, leaving 
normal epithelium beneath, as shown in figure 
VI. The patient was completely relieved of rest 
pain and was able to walk without difficulty. 
One month after operation the oscillometric 
index at all three levels was normal, and the 
treadmill test, with machine at 120 feet per min- 
ute, produced no symptoms during ten minutes. 





rAS 


FIG. V. Case 2. Photographs at operation showing proximal (left) and distal (right) end-to-side 
anastomoses of arterial homograft to femoral artery. 
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FIG. vi. Case 2. Left foot about three weeks after 


operation. The gangrenous tissue has sloughed 
away leaving healthy granulation tissue which 


epithelized rapidly. 


Comment: In this case the left lower 
extremity was in jeopardy from early 
gangrene of the left fifth toe. In addition, 
there was severe ischemic pain in the 
foot which prevented ambulation. As a 
result of the femoral by-pass operation, 
pulses were restored to the foot, symp- 
toms were relieved, and healing of the 
gangrenous lesion on the foot occurred. 


Discussion 
As demonstrated by these case reports, 
the results of the by-pass procedure are 
imminently satisfactory. In most  in- 
stances, pedal pulses are re-established, 


TABLE 2 
RESULTS OF THE BY-PASS PROCEDURE IN 7 


73 CASES 





Number of 


Vessel patients Succe essful re sults 
lliac 45 41 
Femoral 28 26 
Total 73 67 
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indicating restoration of pulsatile blood 
flow through primary channels. More 
important, symptoms disappear or are 
greatly relieved, and ischemic ulcerations 
and pregangrenous areas frequently heal. 

Because of the technics employed, col- 
laterals remain undisturbed and existing 
blood flow is not altered should the graft 
fail. This important feature of the pro- 
cedure permits its application to those 
with severe arteriosclerosis and a ques- 
tionably adequate lumen below the ob- : 
struction. 

Of 73 extremities with segmental oc- 
clusion of the iliac or femoral artery in 
which the by-pass procedure was used, 
there was no mortality and negligible 
morbidity. Symptoms were relieved and 
a pulsatile flow restored in 92 per cent, 
as shown in table 2. 

The safety and ease with which it 
can be successfully applied to elderly 
patients with other manifestations of de- 
generative diseases make this the opera- 
tion of choice in the treatment of seg- 
mental arteriosclerotic occlusion of the 
iliac and femoral arteries. 
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Management of lower extremities with 


chronic arterial insufficiency 


WILLIAM H. MORETZ, M.D. 


AUGUSTA, GEORGIA 


® It is sometimes difficult to evaluate 
properly the successful newer surgical 
methods in the management of patients 
with chronic arterial insufficiency of the 
lower extremities. In reading of the re- 
markable results obtained by each of the 
direct surgical attacks on the occluded 
artery, the impression may be gained 
that it can be applied to most patients 
with occlusive disease of the peripheral 
arteries. However, few of the individual 
authors intend to convey this impres- 
sion. The purpose of this report is to 
attempt to place in proper perspective 
the various means of treatment now 
available in the management of patients 
with inadequate arterial blood supply to 
their lower extremities. 

With the greater percentage of older 
people in our population, there is an 
increasing number of individuals with 
inadequate peripheral arterial circulation. 
Some deficiency of the arterial blood 
supply to the lower extremities probably 
exists in most old people. A deficiency 
severe enough to produce some signs or 
symptoms is commonly seen in those 
over 60. Many with a moderate degree 
of arterial insufficiency are unaware of 
its existence, although they may have 
noticed that their legs tire more easily 
or that their feet feel colder or that 
small abrasions on the feet or legs take 
longer to heal. Others with mild arterial 


WILLIAM H. MorRETz is professor and head of the 
Department of Surgery, Medical College of 
Georgia, Augusta. 


Nonoperative therapeutic measures 
are of great value in preventing many 
complications of chronic arterial in- 
sufficiency. The newer methods of 
direct vessel surgery are tentatively 
evaluated. Sympathectomy is indi- 
cated for many cases that are unsuit- 
able for direct vessel surgery. As the 
answers to the problems regarding 
treatment methods are found, the 
various criteria for electing one type 
of surgery over another will un- 
doubtedly change. 


insufficiency may be totally asympto- 
matic, since the aging processes else- 
where in the body have decreased their 
physical activity to less than that re- 
quired to bring on symptoms. Often the 
existence of arterial insufficiency is un- 
suspected until suggested by abnormal 
response to a usually trivial episode. For 
instance, a small scratch on the shin may 
persist for months without healing, be- 
coming a chronic ulcer; an ingrowing 
toenail may cause a paronychia which 
may initiate gangrene in the affected toe, 
or, gangrene itself may be the first evi- 
dence of a poor blood supply. 
Whenever the absence of an adequate 
arterial circulation to the extremity is 
suggested by symptoms or signs, a care- 
ful examination is likely to confirm this 
by the absence of pulsations in the foot, 
coldness of the foot and toes, atrophy 
of the skin, and abnormal color changes 
in the toes when the extremity is raised 
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or lowered. The diagnosis of arterial in- 
sufficiency can be made, in most in- 
stances, without having access to skin 
temperature devices, oscillometers, or 
plethysmographs. Although calcification 
along the course of the major vessels 
can be demonstrated frequently in 
roentgenograms of the legs, its absence 
does not rule out arteriosclerosis. 


Pathology 


In the older age group, the usual cause 
of arterial insufficiency is arteriosclerosis. 
While this disease is more common in 
diabetic than in nondiabetic patients, 
the pathology is similar in the two 
groups. Occasionally, the history will 
indicate that the patient probably has 
had Buerger’s disease earlier in life, but 
even in these patients the microscopic 
features of the arterial walls are often 
strikingly similar to the arteriosclerotic 
changes seen in individuals without such 
a history. 

Not infrequently, the most advanced 
portion of generalized vascular disease 
is segmental in distribution. The super- 
ficial femoral artery may be completely 
occluded in the adductor canal for a dis- 
tance of 2 or 3 inches with the adjacent 
portions of the vessel remaining relative- 
ly normal. In the majority, however, there 
is advanced disease in more than the 
one isolated segment, usually involving 
most of the peripheral arterial tree, in- 
cluding the popliteal and tibial arteries. 
Often the occlusive disease has effec- 
tively blocked the main arteries to such 
an extent that blood is able to reach the 
distal parts of the extremity only by 
way of collateral vessels. 

In considering the various means of 
attempting to improve the flow of blood 
to the distal portions of such extrem- 
ities, it is essential to have a clear con- 
cept of the actual pathology to be ex- 
pected in the several portions of the 
peripheral arteries. If only a small seg- 
ment is occluded and the adjoining por- 
tions of the vessel are relatively normal, 
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the short segment may be by-passed, 
treated by thromboendarterectomy, or 
excised with subsequent grafting. On the 
other hand, if there is diffuse, advanced 
disease throughout the peripheral ar- 
terial tree, something other than a direct 
attack on the main vessels should be con- 
sidered. In most instances, arteriography 
is required in order to determine the ex- 
tent of the occlusive disease.’ 


Nonoperative Therapeutic Measures 


In determining the therapy for any in- 
dividual patient, it is necessary to know 
the various forms of treatment which 
can be used and to be aware of their 
limitations as well as what they can be 
expected to accomplish. 

Nonspecific, nonoperative, local, and 
general measures are, in many instances, 
invaluable and may suffice to avert an 
acute episode which would threaten the 
patient’s limb and life. These conserva- 
tive measures are well known but may 
be lost sight of occasionally in enthusi- 
asm for one of the newer and more 
dramatic operative procedures. 

The hematocrit should be normal or 
near normal in order to allow maximum 
benefit from the amount of blood which 
is reaching the tissues. Without altering 
the blood flow, the nutritional status of 
an extremity may be changed from poor 
or borderline to good by restoring the 
hematocrit to normal, by appropriate 
transfusions, by use of dietary supple- 
ments, or by correcting some cause of 
chronic blood loss. For the obese, a re- 
duction in weight may allow better uti- 
lization of the amount of blood which is 
reaching the extremity. An increase of 
blood flow through an extremity will 
result from the successful medical man- 
agement of a patient in chronic cardiac 
failure. 

Since tissue anoxia is a stimulus to the 
development of collaterals, ambulation 
within the limits of tolerance should be 
encouraged. Smoking is discouraged 
since it is known to affect the tone of 
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the arterial tree, both in normal patients 
and in those with thromboangiitis ob- 
literans, and is assumed to be detri- 
mental to those with arteriosclerosis. 
When the arteriosclerotic patient is un- 
usually dependent upon smoking, we do 
not always insist that smoking be 
stopped. Buerger’s exercises have not 
been used consistently and, possibly be- 
cause of this laxity, we have not been 
impressed with their efficacy. If used al- 
most continuously, they would probably 
result in some increase in the flow of 
blood to the lower extremities. 

Of paramount importance to all in- 
dividuals with arterial insufficiency is 
the institution of good local foot care. 
Proper trimming of the nails, cleansing 
of the feet at least once a day, frequent 
change of socks, and wearing of well- 
fitted but loose, broad-toed shoes cannot 
be overemphasized. Small foci of infec- 
tion between the toes should be guarded 
against, by use of the measures discussed 
plus specific antifungus medication. Our 
experience at the Salt Lake County Gen- 
eral Hospital indicates how helpful these 
local measures can be. Since the addi- 
tion of a chiropodist to the Peripheral 
Vascular and Diabetic Clinics, with the 
subsequent better foot care to the clinic 
patients, the number of major amputa- 
tions for gangrene has been reduced 
more than 50 per cent. Most of this 
improvement can probably be ascribed 
to better care of the feet. 

Vasodilator drugs have received con- 
siderable emphasis in the past few years 
in the treatment of peripheral vascular 
diseases. No great benefit should be ex- 
pected from these general vasodilators 
in patients whose chief difficulty is ar- 
terial insufficiency of the lower extremi- 
ties, since their greatest effect is in the 
areas of less diseased vessels. Instead, the 
amount of arterial blood reaching the 
lower extremities may actually be de- 
creased. In a patient with mild symp- 
toms, a trial period of Priscoline, Hy- 


dergine, or Roniacol leads occasionally 
to symptomatic improvement, perhaps 
the result of the drug plus the beneficial 
effect of gravity in the ambulatory pa- 
tient. Alcohol by mouth is a form of 
therapy that is popular with most pa- 
tients since it is pleasant to take. Physi- 
cians like to prescribe it because they 
feel that at least this part of their advice 
will be followed. However, in the ther- 
apy for peripheral vascular disease, al- 
cohol should not be overemphasized to 
the extent of producing chronic alco- 
holism. 

Some physicians have found intra- 
arterial histamine effective in promoting 
the development of collaterals, but our 
limited experience has not demonstrated 
its usefulness. To my knowledge, the 
prolonged use of heparin or dicumarol 
to prevent further occlusions of the main 
arteries of the extremities has not been 
evaluated adequately. 


Operative Measures 


The applicable operative procedures can 
be considered in two general categories 
—(1) those with direct vascular approach 
and (2) those with approach through 
the sympathetic nervous system. The di- 
rect vascular approach consists of re- 
establishing patent conduits from above 
a point of obstruction to below the main 
obstruction by any one of a number of 
methods. The second approach is based 
largely on the possible beneficial effects 
of sympathectomy on the development 
of collateral pathways. Only in the past 
few years has the direct vascular ap- 
proach been proved feasible for an ap- 
preciable number of individuals with 
chronic arterial insufficiency. Such tre- 
mendous strides have been taken in this 
direction that there is danger of sub- 
jecting some patients to direct vessel 
surgery who might benefit more from 
sympathectomy. Some form of direct 
vessel surgery is probably best for those 
patients who have one short, or relative- 
ly long, segment nearly or completely 
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occluded, but who otherwise have only 
moderately diseased arteries. Those with 
Leriche’s syndrome,” a complete chronic 
occlusion of the terminal aorta usually 
involving both iliac arteries to a varying 
degree, are best treated by this approach, 
unless there is also noticeable disease of 
the main vessels distally. Those with 
complete or nearly complete occlusion 
of the superficial femoral artery, even 
if. the occlusion extends down into the 
popliteal artery, are probably best treat- 
ed by the direct vascular approach, if 
there are good popliteal and tibial ar- 
teries distally through which a good 


flow of blood can be re-established. 
Short occluded segments of the iliac 


vessels, in many cases a forerunner of 
what would later become Leriche’s syn- 
drome, can be similarly treated. 


NIEANS OF RE-ESTABLISHING 
ARTERIAL CHANNELS 


MAIN 


Three methods by which a good flow 
of blood can be re-established to the 
area beyond an occluded segment of 
main artery are: (1) thromboendarter- 
ectomy; (2) excision and replacement 
by graft or prosthesis; and (3) by- 
passing by graft or prosthesis. 


1. Thromboendarterectomy 


This procedure consists of dissecting out 
the organized thrombus with the at- 
tached intima and adjacent vessel wall, 
leaving a relatively smooth surface to 
the new lumen. This is accomplished 
through incisions at each end of the oc- 
cluded segment, sometimes opening the 
vessel throughout the length of the oc- 
clusion. The intima must be sutured to 
the vessel wall at the point where dis- 
section is stopped, both distally and 
proximally. This is not a difficult pro- 
cedure, but unless there is a good vessel 
distally through which blood can flow 
freely, recurrence of occlusion in the 
reamed-out segment is common. How 
well the remaining vessel wall with- 
stands arterial pulse and pressure over 


292 Geriatrics, July 1956 





the vears has not been adequately dem- 
onstrated. Occasionally, most of the 
elastic fibers are removed during throm- 
boendarterectomy, and it would not be 
surprising if the remaining part of the 
wall proved inadequate to prevent 
aneurysmal dilatation. The danger of sub- 
sequent dilatation is much greater in the 
intra-abdominal portion of the large ar- 
teries than in the extremities where there 
is more support from the surrounding 
structures and less effective dilating 
force. The Mayo extraluminal vein strip- 
per has been used effectively in ream- 
ing out long segments of occluded super- 
ficial femoral and popliteal arteries, but 
the incidence of reocclusion in our pa- 
tients has been high. Cannon and Barker 
report excellent results from a_ similar 
but more refined technic, with a low 
incidence of subsequent reocclusion.* 
Heparin should be started during the 
operation and continued for a few days 
postoperatively. 

Figure I demonstrates a technic of 
thromboendarterectomy. 


2. Excision and Replacement by Graft 
or Prosthesis 
In this method the occluded segment of 
artery is excised up to and down to 
relatively good artery and the blood flow 
is re-established by anastomosis with a 
suitable length of vessel graft or plastic 
prosthesis. This method is usually less 
difficult technically than that of throm- 
boendarterectomy and is less prone to 
early thrombosis. The disadvantages of 
the various forms of grafts and plastic 
prostheses will be considered later. 
Figure II illustrates the insertion of an 
alcohol-stored homograft after excision 
of an occluded segment of artery. Figure 
III illustrates the vessel formed after the 
similar use of a vinyon N prosthesis. 


3. By-passing by Graft or Prosthesis 
In the process of excising an occluded 
segment of artery with enough margin 














FIG. 1. Technic of thromboendarterectomy. The upper drawing illustrates the two small incisions 
through which the procedure is performed. The middle and lower drawings are longitudinal sec- 
tions of the artery. The middle figure shows a wire loop being used to separate the thrombus with 
attached intima and adjacent tissue from the remaining portion of the vessel. The lower draw- 
ing illustrates a method of attaching the intima at the limits of the dissection to the vessel wall. 





FIG. u. After excising the segment shown by the dotted lines in the upper drawing, an alcobol- 
preserved homograft is inserted in place with a continuous over-and-over stitch, using arterial silk, 
size 5-0 or 6-0, with a swedged-on atraumatic needle. 
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Fig. m1. (Above) This vinyon N prosthesis bad 
been functioning for fourteen months at the 
time of sacrifice. The vinyon is seen to be in- 
corporated within fibrous tissue. (Below) The 
prosthesis and adjacent aorta have been opened, 
revealing a smooth, glistening intima lining the 
prosthesis. 


on each end to reach an arterial wall 
suitable for anastomosis, it is not un- 
common to have to sacrifice one or more 
rather important collateral vessels. Oc- 
casionally, if the graft or prosthesis later 
becomes occluded by thrombosis, the 
patient has less blood supply to the ex- 
tremity than he had originally. To obvi- 
ate this hazard and to simplify the oper- 
ative procedure, the occluded segment 
may be left undisturbed by establishing 
a shunt from above the occluded seg- 
ment to below it by means of a suitable 
graft or prosthesis. Without extensive 
dissection, the upper end of the graft or 
prosthesis is joined to the host’s vessel 
above the point of obstruction by an 
end-to-side anastomosis, and the lower 
end is joined similarly to the host’s ves- 
sel below the obstruction, as shown in 
figure IV. Linton and Menendez! and 
Crawford and DeBakey’® report very 
promising results from this procedure. 


CHOICE OF GRAFTS OR PROSTHESIS 


Autologous vein grafts are satisfactory 
as substitutes for arteries within the ex- 
tremity, but a suitable vein is not always 
available in the patient. Even if a vein 
is available, its dissection prolongs the 
procedure. The autologous vein graft, 
which fits well at both ends, is probably 
less prone to early thrombosis than an 
arterial homograft. Except in the case 
of short segments, it is difficult, and fre- 
quently impossible, to secure a good fit 
using autologous veins, since the graft 
must be turned around so that its valves 
do not impede the flow of blood. There 
also may be more chance of late throm- 
bosis with vein grafts than with arterial 
homografts. 

Arterial homografts serve effectively 
for some years, although they are ulti- 
mately replaced completely by the host’s 
own tissues and the elastic fibers even- 
tualiy disintegrate. The rather burden- 
some method of preservation by the 
freeze-dried technic has been a deterrent 
to their common use. However, both 
our experience and that of others with 
alcohol-stored grafts has been good, in- 
dicating that the more troublesome tech- 
nics required with freeze-dried methods 
may not be necessary. The grafts may 
be taken without strict asepsis and placed 
directly into a solution of 70 per cent 
alcohol, where they may be stored for 
periods up to at least six months. Rinsing 
of the grafts in normal saline for thirty 
to forty-five minutes restores, in large 
measure, their previous elasticity and 





Fic. 1v. A short end-to-end shunt is shown. Much longer occluded segments can be successfully 


by-passed with this technic. 
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makes them quite suitable for use. This 
method of storage does not kill spores 
which may be present in the graft, but 
neither does the freeze-dried method un- 
less supplemented by the use of a steril- 
izing agent. In spite of several positive 
cultures from such grafts at the time of 
implantation in human beings and in 
dogs, we have observed no clinical diffi- 
culty attributable to this factor. The pos- 
sibility that alcohol-stored homografts 
have less antigenicity than grafts stored 
by other methods is being investigated 
in our laboratory. If the antigenic prop- 
erties of heterografts can be destroyed 
in this manner, heterografts might be 
safely used. If by this or some other 
method, heterografts could be so altered 
that they serve as well as homografts, 
then the present difficulty of maintain- 
ing an adequate supply of grafts would 
be largely overcome. 

As we have said, homografts are even- 
tually completely replaced by the host’s 
own tissue and, although they have 
served well as aortic replacements for 
as long as six to eight years, it is to be 
expected that, at some time in the future, 
aneurysmal dilatation will occur which 
may require removal.® When used as re- 
placements for the smaller arteries, in- 
cluding the femoral, a discouragingly 
high late thrombosis rate has been noted.’ 

Plastic fabrics have been used as sub- 
stitutes for the large vessels* because of 
the uncertainty of the long-term results 
of homografts and because of the diffi- 
culties in securing and storing adequate 
supplies of homografts. Technically, the 
various forms of plastics have worked 
well. They are relatively easy to make 
into desired shapes and sizes. A large 
assortment of shapes and sizes can be 
kept indefinitely and are always avail- 
able. Or, they can be tailored to fit at 
the time of surgery, as demonstrated by 
Poth.’ However, the ultimate fate of 
the various plastic substances when em- 
bedded within the body is uncertain. 
We have shown that some of them lose 


strength rapidly when embedded in the 
tissues of the dog. Poth has substantiated 
this in regard to nylon. Our unpublished 
results indicate that nylon, orlon, and 
fortisan, as well as the natural fibers, silk 
and cotton, lose strength rapidly and 
because of this are unsuitable for use as 
substitutes for vessels. To date, vinyon 
N and dacron have shown little, if any, 
loss of strength. Polyvinyl sponge (Iva- 
lon sponge), polyethylene, fluorethene, 
and Teflone are being studied similarly, 
but the results are not yet known. 

It seems reasonable to assume that, 
without the added support of elastic 
fibers or the plastic fibers of the prosthe- 
sis, fibrous tissue structures will be un- 
able to withstand indefinitely the arterial 
pressure and pulsations to which arterial 
walls are continually subjected. 

At the present time, it is impossible to 
draw conclusions concerning the superi- 
ority of one method of direct vessel sur- 
gery over another. The decision to by- 
pass an area with a shunt, to resect the 
occluded area, or to perform a throm- 
boendarterectomy instead, depends 
chiefly upon the experiences and pref- 
erences of the surgeon concerned. Each 
method has its advocates and each has 
some disadvantages. Likewise, the most 
satisfactory method of preserving arte- 
rial homografts is yet to be determined. 
Whether certain of the plastic prostheses 
will prove superior to homografts can be 
decided only after longer clinical trials 
and more experimental observations, but 
it is probable that nylon and orlon 
should no longer be used. 


PROMOTION OF DEVELOPMENT 
OF COLLATERAL VESSELS 


The development of collateral arteries is 
stimulated by anoxia of tissue and by the 
differential in pressure above and below 
an arterial occlusion. At present, sym- 
pathectomy is the only practical oper- 
ative procedure which offers improve- 
ment of the collateral blood supply to 
a part. 
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Sympathectomy, by _ releasing the 
smaller arteries and arterioles from the 
vasospastic influence of the sympathetic 
nerve, improves the blood supply to the 
extremity, particularly to the skin, and, 
at least in some instances, to the deep 
tissues. It will stop sweating in the af- 
fected part and make it warmer by 
improving its blood supply and by 
preventing the cooling effect of evapo- 
rating sweat. It decreases the probabil- 
ity of infection in the affected extremity 
by helping to eliminate the common fun- 
gus infections which often serve as the 
avenues through which bacteria pene- 
trate the protective covering of the 
skin. If pain is an important complaint, 
sympathectomy will commonly give 
amelioration, except when the pain is of 
the continuous “night pains” type, indic- 
ative of severe ischemia and _ possibly 
of ischemic neuritis. Contrary to some 
reports, we have found that intermittent 
claudication is frequently improved after 
this procedure. 

Direct vessel surgery is preferred in 
patients with Leriche’s syndrome or with 
segmental occlusion elsewhere, if there is 
a decent artery distally. In the remainder, 
which in our experience represents the 
majority, sympathectomy should be 
seriously considered. 

We assume and believe that some im- 
provement will follow sympathectomy 
in nearly all extremities hampered by in- 
adequate arterial blood supply. This does 
not mean that sympathectomy is advis- 
able routinely. Many patients have 
symptoms too mild to warrant the pro- 
cedure or respond satisfactorily to non- 
operative methods of treatment; others 
have strong contraindication to any sur- 
gical procedure; some have far ad- 
vanced local gangrene; and some have 
localized arterial occlusion which may be 
corrected by direct vessel surgery. In 
those patients not falling into one of the 
above groups, however, we believe that 
sympathectomy is of benefit and should 
be given a trial. Until recently, a prelim- 
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inary test of a paravertebral sympathetic 
block with procaine has been used rou- 
tinely. If the response to a temporary 
block is good, with rise in skin temper- 
ature, improvement in exercise tolerance, 
or noticeable relief of pain, a sym- 
pathectomy will be of benefit. In ad- 
dition, many patients without such 
response to a block will show much im- 
provement after a sympathectomy, al- 
though sometimes it is not manifest in 
the first few weeks. Some use the test to 
screen out those who are likely to have 
a “paradoxical response,” indicated by a 
reduction in skin temperature follow- 
ing the block. From personal experience 
and from the more extensive experience 
of others, my impression is that the dan- 
ger of a “paradoxical response” has been 
overemphasized. We have observed no 
instance in which the cessation of sym- 
pathetic impulses produced by block or 
operation was thought to be responsible 
for a worsening of the condition of an 
extremity. The occasional acceleration 
of a gangrenous process following sym- 
pathectomy is interpreted as_ being 
caused by thrombosis of a main or im- 
portant collateral artery, a phenomenon 
which probably occurs more often un- 
related to sympathectomy than follow- 
ing it. Currently, the preoperative block 
is being omitted. 

The preferred type of sympathectomy 
for the average older patient with dif- 
fuse arterial disease of the lower ex- 
tremity is a unilateral lumbar sym- 
pathectomy, from the first through the 
fourth or fifth vertebrae, inclusive. 
However, the extent is frequently 
limited to the second through the 
fourth or fifth because of the technical 
difficulty in removing the first lumbar 
ganglion. If the femoral artery is blocked 
proximally, we believe that the extra ef- 
fort required to include the first lumbar 
ganglion in the dissection is justified. If 
the badly diseased arteries extend up 
into the iliac and lower aortic areas and 
are not amenable to direct vessel sur- 
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gery, we have had success in following 
Grimson’s suggestion’® of extending the 
sympathectomy up to the eighth or 
ninth dorsal vertebra. 

In general, a unilateral sympathectomy 
is preferred if the symptoms are con- 
fined to one side or if the condition of 
one extremity is precarious. Unless con- 
traindicated for medical reasons, a bilat- 
eral sympathectomy is performed if the 
symptoms are bilateral and there is no 
impending gangrene. 

We use sympathectomy more liberally 
for the diabetic than the nondiabetic 
patient, for the diabetic is more likely 
to have a sudden catastrophe in an 
asymptomatic extremity because of his 
greater susceptibility to infection. It is 
not unusual to have a diabetic patient, 
with good pulsations in the foot vessels, 
develop gangrene of a toe secondary to 
a minor abrasion or infection. The added 
benefit of a dry foot, which discourages 
epidermophytosis, is particularly val- 
uable here. For these reasons, sym- 
pathectomy is usually bilateral for those 
who are diabetic, even though symptoms 
are unilateral, unless it is contraindi- 
cated by the patient’s general condition 
or by a precarious condition of one ex- 
tremity. 

Our results from sympathectomy in 
those who enter with gangrene of one 
or two toes are considerably better in 
diabetic than in nondiabetic patients, in 
that we are more often able to prevent 
a major amputation. 


Contraindications to Sympathectomy 


Although technically simple and with- 
out much risk either in morbidity or 
mortality,'' there are contraindications to 
sympathectomy. Some patients are such 
poor risks that the mere prolongation of 
their hospital stay is apt to provide the 
time necessary for development of more 
severe renal, cerebral, cardiac, or pul- 
monary pathology. Many of those over 
65 or 70 years of age are in this cate- 











gory, leading us to believe that unless 
strongly indicated, sympathectomy is 
best omitted in most such individuals. If 
gangrene is already so extensive that 
a major amputation is necessary regard- 
less of the possible benefits of sym- 
pathectomy, it is better to proceed di- 
rectly with the amputation. In our expe- 
rience, those with continuous “night 
pains” have not responded to sym- 
pathectomy, nor have they responded 
for any appreciable period to peripheral 
nerve crushing. A low thigh amputation 
without preliminary procedure is prob- 
ably indicated in such instances. 

In substance, then, sympathectomy is 
contraindicated if there is little to gain 
from it and if, because of advanced co- 
existent disease, it imposes a considerable 
and greater risk than will be offset by its 
possible benefits. 


Conclusions 


Conservative measures in those with 
early or mild disease are worthy of em- 
phasis, are most rewarding, and are too 
often neglected. 

The relative value of the various forms 
of direct vessel surgery cannot be fully 
assessed at this time. Each of the three 
main methods of direct vessel surgery 
has specific advantages in some situa- 
tions, but the ultimate place of each 
must await further work and observa- 
tions over longer periods. 

Which, if any, of the presently used 
substitutes for arteries will prove most 
satisfactory from all standpoints is not 
known. Both arterial homografts and 
plastic prostheses give excellent early 
results, but there is considerable question 
as to how long these good results will 
last. A distressingly high rate of reoc- 
clusion of homografts, when used for 
smaller arteries, has been noted as well 
as fairly early degenerative changes. Cer- 
tain plastic fabrics, notably nylon, de- 
teriorate too rapidly within the body to 
be acceptable, while others appear much 
more promising from this standpoint. 
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An essential prerequisite for the suc- the collateral vessels, remains the pro- I 
cessful application of any direct vessel cedure of choice. It is possible that sym- 

surgery is the presence of a sufficiently pathectomy with its less dramatic bene- 
good arterial tree distally to allow the _ fits will become advisable in some of t] 
reestablishment of a good rate of blood those now being treated successfully by 
flow. Without this, direct vessel surgery direct vessel surgery to soften the ill 
will promptly fail. Unless the distal effects of subsequent occlusions. 
arterial tree is in a reasonably good state, From the Department of Surgery, Medical 
sympathectomy, through its effect on College of Georgia. 
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duce beneficial vasodilation. Pulsation determinations, oscillometry, and tr 
registration of skin temperature are done before orthopedic measures 7 5 
are begun. Skeletal traction is preferable to casts or moleskin. When ) 
the vascular supply is deficient, intramedullary nailing for fracture of tc 
the femur is strongly condemned. e 
Refrigeration may prevent intoxication and improves the condition ) 
of the patient before operation. Supracondylar amputation is done if al 
necrotic areas do not yield to supportive or local treatment. Spinal 
anesthesia is preferred. 
; a ‘ m P/ 
D. S. MILLER and A. J. HARRIS: Gangrene in the aged associated with fractures of the U 
extremities. J. Internat. Coll. Surgeons 24: 669-688, 1955. p 
D 


298 Geriatrics, July 1956 











Lumbar sympathectomy in 


the arteriosclerotic lower limb 
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DANVILLE, PENNSYLVANIA 


@ Many physicians are still reluctant to 
recommend the use of lumbar sympa- 
thectomy in the management of arterio- 
sclerotic vascular disease of the lower 
limb. This hesitancy may stem from 
previous experience with poor operative 
results, misconceptions regarding the 
limitations and results of this surgery, 
or the belief that such patients tolerate 
the procedure poorly and should, there- 
fore, be managed by other therapeutic 
methods. Prior to 1940, it was generally 
held that this procedure offered little in 
the treatment of such obliterative vas- 
cular disease. Under the investigations of 
Reichert,! Smithwick,? Atlas,* and others 
interested in the problem, it was shown 
that interruption of the sympathetic 
nervous system could benefit these pa- 
tients. Recently, such authors as Pratt,* 
Berry and co-workers,*® and Atlas® have 
re-emphasized the value of this operation 
by reporting large series of cases or 
original investigation pertaining to the 
treatment of arteriosclerosis obliterans. 
The purpose of this report is to review 
our experiences with lumbar sympathec- 
tomy in lower limb arteriosclerotic dis- 
ease and to urge consideration of this 
operation in more of these patients at 
an earlier date. 

The complaints and findings in pa- 
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Recently reported results of lumbar 
sympathectomy have confirmed our 
impression that it is a valuable form 
of therapy in relieving the distress of 
a diminished peripheral circulation 
caused by arteriosclerosis obliterans. 
Beneficial effects are noted mostly in 
mild and moderate cases. Early use 
of this operation will eliminate the 
necessity of many major amputations 
later on and do much to improve the 
end results in this vascular condition. 
Injudicious choice of patient jeopard- 
izes the operation’s role in this ther- 
apy and the disappointing results 
prejudice others in its further use. 


tients with arteriosclerosis obliterans, 
whether of the segmental or diffuse 
types, are the result of peripheral is- 
chemia. The subjective symptoms of 
these patients will vary from “legs that 
tire easily and always seem cold” to po- 
tential or obvious gangrene. Vague par- 
esthesias, intermittent claudication, and 
pain at rest may be obtained in the his- 
tory. During physical examination, di- 
minished to absent peripheral pulses are 
usually found. Postural color changes of 
the skin with delayed venous filling and 
trophic changes of the skin and _ nails 
with soft tissue atrophy may be ob- 
served, the degree depending upon the 
duration of the disease. Many patients, 
especially those having diabetes as a 
complicating disease, will give no classi- 
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cal vascular history and will present 
cellulitis or early gangrenous changes of 
short duration when first examined. The 
onset in these patients may have been 
insidious or related to seemingly insig- 
nificant recent trauma. The presence of 
small chronic ulcerations which fail to 
heal by accepted methods of therapy 
should arouse suspicion of vascular in- 
sufficiency in both diabetic and non- 
diabetic patients. 

Arteriosclerotic obstruction and asso- 
ciated vasospasm are the factors which 
cause the decrease in peripheral blood 
flow. The therapeutic problem centers 
around increasing the distal circulation. 
Segmental forms of the disease in the 
larger calibered vessels are being treated 
more and more by vascular grafting. 
Sympathectomy may be used with the 
graft or can be used to advantage by 
itself if grafting is not feasible or avail- 
able. Thromboendarterectomy has been 
used, often in conjunction with sympa- 
thectomy in removing a localized lesion. 
In diffuse type of disease with involve- 
ment of the smaller vessels and their 
subdivisions, such direct surgical repair 
is not presently possible and it is in these 
cases that lumbar sympathectomy is of 
special value. The rationale to the use 
of this operation in the treatment of ar- 
teriosclerosis obliterans lies in the aboli- 
tion of the vasoconstrictor reflex to the 
peripheral collateral bed and the inter- 
ruption of the sympathetic reflex arc. 
Most authorities feel that sufficient spasm 
is present in this condition to justify the 
use of the operation. Pratt’ ably reviews 
this aspect of the subject in his recent 
article. With the release of vascular 
tonus, the arteriolar bed dilates permit- 
ting the development of a better col- 
lateral circulation. It should be remem- 
bered that the luminal status of the par- 
tially obstructed larger vessels remains 
the same following such surgery. Thus 
sympathectomy, as emphasized by many 
others, is not the cure for peripheral 
arteriosclerosis since the underlying 
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process is by-passed and not altered. 
With the sympathetic arc interrupted, 
the influence of factors such as cold on 
the limb is removed. Early use of sym- 
pathectomy in this disease enhances its 
value, for time aids in developing the 
collateral vascular bed to the maximal 
extent. Much has been written regarding 
the use of systemic vasodilating drugs 
and various forms of physical therapy 
in the treatment of these patients. Other 
than for offering temporary relief early 
in the course of the disease, we believe 
that this type of therapy has been over- 
emphasized. In our experience, the most 
certain and longest lasting vasodilating 
therapy in the lower limb has been ac- 
complished through lumbar sympathec- 
tomy. 


Material 
Sixty-five lumbar sympathectomy opera- 
tions were performed in our hospital 
from 1949 until mid-1955 as adjunct 
therapy in the management of arterio- 
sclerosis obliterans. This involved a 
group of 59 patients, 6 of whom under- 
went bilateral operations. Thirty-nine 
patients were men; the remaining 20 
were women. The greatest number of 
our cases, 63.7 per cent, occurred in the 
sixth to eighth decades of life. The 
youngest patient was 43 years old and 
the oldest was 88. In a recently reported 
series by Berry and his group,® it is 
interesting to note that of 275 patients 
undergoing lumbar sympathectomy for 
arteriosclerotic vascular disease 11, or 
27.2 per cent, were over 75 years of age. 
Pratt reports that, of 309 sympathec- 
tomies for obliterative vascular disease, 
30, or roughly 10 per cent, were in 
patients over 80. Twenty-one of our 
59 patients, or 35 per cent, were over 
70 when their operations were per- 
formed. Thus it can be stated that, from 
the standpoint of age, the elderly patient 
need not be denied this operation if he 
is in good general condition and justifi- 
able indications are present. Many sur- 
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geons arbitrarily set 70 years as an upper 
age limit of usefulness to this operation. 
Others feel that age is not a limiting 
factor but ask that the patient be a good 
risk from a cardiovascular standpoint. 
We agree with the latter group, for a 
few of our more gratifying results have 
been in elderly patients. The duration of 
patients’ complaints was analyzed and 
found to vary from one to two weeks 
in the unusual case to seven to nine 
months in the usual instance. Several of 
the members of this group had had 
symptoms of chronic peripheral ischemia 
for periods varying up to five years. A 
follow-up study was obtained in every 
case, either from the patient or his fam- 
ily. The observation periods varied from 
four months to five years. 

The management of peripheral is- 
chemia should be handled by combining 
both medical and surgical talent. Medical 
evaluation, if not previously performed, 
is requested with emphasis on the cardio- 
vascular status. We feel that such con- 
ditions as congestive heart failure, dia- 
betes, impending uremia, and hyperten- 
sion should be recognized and treated 
prior to surgery. Chronic low blood 
volume and anemia are corrected by 
whole blood transfusions. Bacteriologic 
sensitivity studies are of value when 
cellulitis with or without gangrene com- 
plicates the problem, since many of the 
bacteria have been found to be resistant 
to the commonly used antibiotics. We 
prefer loose dry dressings over such 
areas, feeling that soaks of all types only 
further macerate the already devitalized 
tissue. Excess heat increases the pain and 
symptoms of ischemia. Oscillometric 
studies in these patients have been dis- 
continued since we feel it is a time- 
consuming task which offers little from 
a practical viewpoint in determining fu- 
ture treatment. We have placed more 
emphasis on palpation of the peripheral 
pulses and the clinical picture of the 
limb in its entirety. One or more lumbar 
svmpathetic blocks are usually per- 





formed. Thermocouple skin temperature 
readings may or may not be taken at 
that time. A favorable response indicates 
that a good result should be obtained fol- 
lowing excision of the lumbar sympa- 
thetic chain. A poor response has not 
influenced our judgment in performing 
this surgery in those patients for whom 
we feel that it is indicated. This opinion 
is voiced by Berry and associates* and 
by other authors regarding the lumbar 
block as a prognostic test. Our observa- 
tions have also borne this out. In the 
past, we have had little experience in 
the direct visualization of the vascular 
system by radiopaque media; however, 
we are now using it more frequently in 
diagnosing and treating segmental form 
of disease. 


Incidence of Trauma and Diabetes 


Trauma is still an important factor in 
initiating the cycle of events leading to 
gangrene in the arteriosclerotic limb. In 
25 of our patients, or 42.3 per cent, a 
history of indirect or direct injury was 
obtained. This varied from the use of 
strong liniments, “drawing salves,” and 
hot soaks to the irritation produced by 
ill-fitting footwear. Injudicious _ nail, 
corn, and callus surgery, both on a lay 
and professional level, accounted for sev- 
eral such cases. It must be emphasized 
again that more than the usual care and 
consideration be given to these ischemic 
feet. 

Of our 59 cases of arteriosclerosis 
obliterans, 30, or 50 per cent, had dia- 
betes as a complicating disease. This per- 
centage is higher than in most other 
series and reflects the consultation re- 
quests from the Medical Service for aid 
in managing the complications in these 
people. The role of diabetes cannot be 
slighted in patients with diminished cir- 
culation. The amputation rate is higher 
in these people and the total life ex- 
pectancy 1s somewhat shortened. This 
has been noted in our series as well as 
in others. 
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Surgical Technic and Aftercare 


The operation is performed through an 
anterolateral muscle-splitting incision. 
The peritoneum and retroperitoneal fat 
with its contents are swept forward 
and medially. The lumbar sympathetic 
chain is identified and all ganglia and 
ramifications from the sacral prominence 
up to and including the second lumbar 
ganglion are excised and sent to the 
laboratory for confirmation by the pa- 
thologist. The wound is closed in layers 
by interrupted sutures. Various opinions 
are noted in the literature concerning the 
level of extirpation of the sympathetic 
ganglia, and much has been written re- 
garding the respective virtues of “high” 
and “low” type procedures in the treat- 
ment of such disease. We have followed 
the tenets of Atlas,° Detakats,’ Debakey 
and his group,® in using the “low” oper- 
ation. 

Our patients have required but min- 
imal supportive treatment during or af- 
ter surgery. We attempt to mobilize 
them on the first postoperative day. Ab- 
dominal binders may be used for support 
in obese patients. Some physicians, ad- 
vocating the nonsurgical treatment of 
this disease, have intimated that this 
surgical procedure is associated with 
considerable morbidity. This has not 
been our experience nor the experience 
in the larger series. By using this regime, 
the postoperative hospital stay has av- 
eraged eight to nine days and the mor- 
bidity and mortality have been minimal. 
We have been gratified with the post- 
operative course in this group of pa- 
tients. Prior to hospital discharge, the 
patients are instructed in the proper care 
of their legs, including avoidance of con- 
stricting clothing, extremes in temper- 
ature exposure, ill-fitting footwear, and 
injury. The anhidrotic effect noted after 
surgery aids in the basic hygiene of the 
feet. Strict adherence to the diabetic 
regime is recommended if this compli- 
cates the picture. 
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Mortality and Complications 


Two hospital deaths occurred in our 
series of 65 lumbar sympathectomies, or 
3.0 per cent. Pratt* reported 9 deaths, 
or 3 per cent, in his large series while 
Berry and associates® reported 8 deaths, 
or 3.4 per cent, in their series. One 
fatality was that of an 84-year-old man 
who died on the eleventh postoperative 
day from a probable coronary artery 
thrombosis. He had been treated at our 
institution seven years previously for a 
proved myocardial infarction. Our sec- 
ond death occurred in an 80-year-old 
man who, two weeks before, had had a 
successful left lumbar sympathectomy 
for moderate disease with gangrene of a 
toe. A right-sided procedure was recom- 
mended and was carried out unevent- 
fully two weeks after the first operation. 
The patient had a cerebrovascular acci- 
dent the following day and expired one 
week later. Many physicians will ques- 
tion the advisability of performing such 
surgery on patients in the eighth and 
ninth decades of life; however, if we 
feel they stand to benefit from the sur- 
gery we have not hesitated to recom- 
mend it. One major complication was 
noted in the remainder of the group, or 
an incidence of 1.5 per cent. Mas- 
sive progressive gangrene of the left leg 
developed in 1 patient postoperatively. 
It was felt that an atheromatous plaque 
had become loosened from the severely 
involved wall of the lower aorta or com- 
mon iliac artery during retraction and 
obstructed one of the larger distal ar- 
teries. A high amputation was later nec- 
essary. Minor complications were in- 
frequent. 


Classification and Evaluation 
In analyzing our cases treated by sym- 
pathectomy we used a_ classification 
based on chief complaints and physical 
findings. Four main groups were formed. 
Group I. The 10 patients in this group 
complained only of numbness, coldness, 
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or intermittent claudication. Diminished 
to absent peripheral pulsations were 
noted in all of the limbs. Four of these 
patients also had diabetes. All 10 are 
living, with the shortest postoperative 
follow-up being four months and the 
longest, forty months. Twelve lumbar 
sympathectomies were performed, with 
two patients undergoing bilateral pro- 
cedures. One supracondylar amputation 
was later necessary. This occurred in a 
diabetic patient fourteen months post 
sympathectomy. No other operations 
have been performed on these sympa- 
thectomized limbs. One patient has re- 
cently complained of moderate bilateral 
leg pain following his unilateral opera- 
tion fifteen months ago. Our follow-up 
indicated that the remaining people were 
enjoying good health and were satisfied 
with the results of the surgical pro- 
cedure. 

Group Il. The 8 patients in this group 
complained primarily of mild to moder- 
ate rest pain. Intermittent claudication, 
paresthesias, and objective findings such 
as postural color changes and mild 
trophic changes were also present. Two 
of the 4 diabetic patients in this group 
are dead. Eight sympathectomies were 
performed in this group with the short- 
est follow-up in those living being four 
months and the longest fifty-two 
months. No minor operations were per- 
formed in conjunction with the lumbar 
sympathectomy or have been necessary 
following that procedure. Two major 
operations, supracondylar in type, were 
performed on the patients in this group. 
One, the result of the previously men- 
tioned complication, was performed one 
week after the initial operation. The 
other was performed one month post 
sympathectomy. One person, fifty-two 
months after unilateral sympathectomy, 
reported an exacerbation of his burning 
pain. Another patient is also having con- 
stant burning pain, thirty-seven months 
after operation. The remainder of the 
group are asymptomatic. 


Group III. The 5 patients composing 
this group complained of constant rest 
pain. This superseded all other com- 
plaints and usually required the use of 
narcotics in alleviating the distress. Such 
conditions as atrophy of soft parts, per- 
sistent blanching, and dependent rubor 
were present and indicated severe dis- 
ease. Three of the 5 patients had dia- 
betes. Five sympathectomies were per- 
formed in this group. All 5 persons are 
dead, having succumbed to the compli- 
cations associated with generalized ar- 
teriosclerosis. The shortest time a patient 
lived after sympathectomy was three 
months and the longest time, fifteen 
months. One minor operation was per- 
formed in conjunction with lumbar 
sympathectomy while 3 major opera- 
tions—supracondylar amputations—were 
deemed necessary after sympathectomy. 
The shortest time lapse between lumbar 
sympathectomy and amputation was two 
months while the longest was twelve 
months. 

Group IV. When first examined, the 
36 patients in this group had tissue ne- 
crosis, consisting of obvious ulceration 
or gangrene of a portion of the foot. As- 
sociated complaints such as cramping, 
mild pain, and so on, were also present. 
The fact that the majority of the cases 
in this report, 61 per cent, were thus 
involved indicates an element of delay 
or neglect somewhere along the thera- 
peutic course, according to Pratt.* Dia- 
betes was noted in 20 of the 36 patients. 
An attempt was made to subdivide these 
patients into mild or moderate disease 
involvement according to the history, 
physical examination, related studies, and 
degree of tissue necrosis present. Our 2 
hospital fatalities occurred in this group. 

Mild involvement was thought to be 
present in 21 of these patients. Twenty- 
three operations were performed, with 
2 patients having bilateral procedures. 
Eight of these patients are dead. Among 
the 13 living patients, the longest follow- 
up is fifty-two months. Ten minor oper- 
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ations were performed in conjunction 
with or shortly following the sympa- 
thectomy. Amputations of digits and in- 
cision with drainage formed the greater 
portion of the minor surgery. Only 2 
supracondylar amputations were per- 
formed in the group of 23 sympathec- 
tomized limbs, and both were within two 
months of the initial surgery. 

Moderate disease involvement was 
thought to be present in the remaining 
15 patients. Seventeen sympathectomies 
were performed. Four of these patients 
are dead, with sixty-one months as the 
longest observation period in the 11 liv- 
ing patients. Fourteen minor surgical 
procedures were performed in_ this 
group. Seven major amputations, one a 
below-knee amputation and the others 
supracondylar in type, were necessary 
in the 17 sympathectomized limbs. All 
were performed within five months of 
the initial sympathectomy. 

Our follow-up studies on the 24 living 
patients in Group IV indicated that ap- 
proximately 75 per cent were without 
distress. The remaining 25 per cent have 
noted a recurrence of symptoms vary- 
ing from paresthesias to mild rest pain. 
Our postsympathectomy amputation 
rate in the moderate subdivision was 7 
of 17 limbs, or 41 per cent. This indi- 
cates the difficulty in evaluating patients 
having moderate gangrenous changes and 
reveals the inevitable progression of the 
disease in some of these patients. 

As with many other surgical pro- 
cedures, the choice of patient and the 
thoroughness of operative technic de- 
termine, to a large extent, success or fail- 
ure following sympathectomy. Absolute 
criteria are difficult to define, but there 
is general agreement that the presence 
of severe cerebral, cardiac, or renal ar- 
teriosclerosis or rapidly advancing gan- 
grene is a contraindication to the use of 
this operation. The proper selection of 
individuals depends primarily on cor- 
rect evaluation and interpretation of the 
degree of disease peripherally. 
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Variations in the ages of the patients, 
durations of symptoms, subjective inter- 
pretations of distress, and the amounts of 
tissue change present make for under- 
estimation of severity. The physician’s 
personal experience with such vascular 
problems has much to do with judicious 
selection of preoperative patients. Cri- 
teria then become relative. Those pa- 
tients with mild arveriosclerotic disease, 


as evidenced by the complaints of numb- 


ness, coldness, and intermittent claudica- 
tion, and who have minimal objective 
findings, are fairly certain of benefiting 
from such surgery. The procedure is 
not only therapeutic but prophylactic. 
Moderate disease, which is characterized 
by diminished to absent peripheral 
pulses, early trophic changes, small 
chronic ulcerations, or solitary digital 
gangrene, also benefits following sym- 
pathectomy. Mild rest pain or exertional 
cramping may or may not be noted. 
Often the beneficial effects do not be- 
come apparent in the limb until several 
weeks after surgery. 

The results in Groups I, II, and the 
mild subdivision of Group IV demon- 
strate the value of this surgical procedure 
in these patients. Pratt* feels that, when 
the initial symptoms are those of claudi- 
cation and coldness, 95 per cent of the 
patients will keep their limbs after sym- 
pathectomy. He further states that “even 
with gangrene five to six people out of 
every ten will not lose their leg after 
sympathectomy.” He readily admits that 
the disease is progressive and that some 
patients may eventually lose their legs. 


The degree of gangrene present, the 


duration, and the general status of the 
peripheral circulation influence these re- 
sults. 

Severe peripheral disease involvement 
is characterized by intractable rest pain, 
noticeable trophic changes, absent pulses 
to palpation, and deep ulcerations or 
gangrene involving tissue proximal to 
the toes. The course of such disease is 
usually unaltered by the use of sympa- 
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thectomy. Limited benefits of short du- 
ration may be noted; however, high 





amputation usually becomes necessary 
as the disease progresses. In these in- 
stances, too much is expected from the 
operation by both surgeon and patient. 
If major amputations are necessary with- 
in six months of the sympathectomy, we 
now feel that the severity of the disease 
was underestimated and, in retrospect, 
primary amputation should have been 
recommended. Ostrove, in a recent ar- 
ticle, re-emphasizes the fact that sympa- 


wn 
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thectomy, as generally used, does not 





limit the extension of gangrene in ad- 
vanced arteriosclerosis obliterans.? Some 
observers feel that the operation aids in 
delineating the site of amputation to a 
below-the-knee level in these cases. This 
has not been noted in our cases and its 
use in this manner has not been advised 
in our patients. 


From the Department of Orthopedic Sur- 


gery, Geisinger Memorial Hospital and Foss 
Clinic, Danville, Pennsylvania. 
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Coming in September a Special Issue on 


Care of the Elderly Cancer Patient 


Guest EpiToR for this issue is Dr. Charles S. Cameron, medical and 
scientific director of the American Cancer Society. The papers and 
authors will include: 

Age of Patients in Relation to Radical Cancer Surgery, by ALEXANDER BRUNSCHWIG, 
M.p., Memorial Center for Cancer and Allied Diseases, New York City. 

The Care of Patients with Advanced Cancer, by F. HOMBURGER, M.D., director of 
the Cancer Research and Cancer Control Unit, Tufts University School of 
Medicine, Boston. 

Skin Cancer: Diagnosis and Management in the Elderly Patient, by ALEXANDER 
WILLIAM YOUNG, JR., M.D., assistant physician to out-patients, The New York Hos- 
pital, New York City. 

Precancerous Dermatoses, by SAMUEL M. BLUEFARB, M.D., assistant professor of der- 
matology at Northwestern University Medical School, Chicago. 

Some Nonspecific Cutaneous Lesions Associated with Internal Cancer, by SAMUEL 
M. BLUEFARB, M.D. 

Place of Radioactive Isotopes in Cancer Therapy, by JUSTIN J. STEIN, M.D., pro- 
fessor of radiology, University of California School of Medicine at Los Angeles. 
The Suitability of Home Care for the Cancer Patient, by 1. ROSSMAN, M.D., associate 
attending physician, Neoplastic and Medical Divisions, Montefiore Hospital, 
New York City. 
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Prevention of falls 





in the hemiplegic patient 


MIECZYSLAW PESZCZYNSKI, M.D. 


CLEVELAND, OHIO 


® Hemiplegic patients fall much more 
frequently than other elderly people. 
This is becoming a serious problem in 
rehabilitation, since many such patients 
fall and fracture the hip on their in- 
volved side and the number suffering in- 
jury is increasing as more severely dis- 
abled patients are being trained to walk. 
In this paper, I shall discuss some of the 
main reasons why hemiplegic patients 
fall, and suggest certain measures which 
can be taken to prevent such falls or to 
reduce their number. I shall deal arbi- 
trarily with four groups of causative 
factors: (1) disturbances of cerebral cir- 
culation, (2) impairment in righting re- 
flexes, (3) changes in motor functions,’ 
and (4) sensory involvement. The pos- 
sible number of interrelationships among 
these groups is very large and differenti- 
ation between them is rather artificial. 
Extrinsic factors, such as slippery floors, 
will not be be considered here. 


Disturbances of Circulation 
Episodes of transient cerebral anemia 
may be produced in most older people 
by a mild heart ailment, mild anemia, 
or disturbances of the reflex system of 
peripheral circulation. These tend to be 
most pronounced during changes from 
a supine to a sitting position, or from 
a sitting to a standing position, and lead 
to loss of balance and a consequent fall. 


MIECZYSLAW PESZCZYNSKI is assistant professor of 
physical medicine and rehabilitation, Western 
Reserve University School of Medicine, and 
chief, Department of Physical Medicine and Re- 
habilitation, Highland View Hospital, Cleveland. 
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There are four groups of intrinsic 
factors which may increase the fall- 
ing hazard in the hemiplegic patient 
—disturbances in circulation, impair- 
ment of righting reflexes, changes in 
motor function, and sensory involve- 
ment. In each instance, the most prac- 
tical preventive measure to reduce 
risk of falling during ambulation is 
described for clinical application. 


The chances that such transitory cer- 
ebral anemia will result in falling are 
significantly increased in hemiplegic pa- 
tients, in whom many of the reflex sys- 
tems governing maintenance of upright 
posture are severely impaired. 

Patients who are to be trained to walk 
and to perform many of the activities of 
daily life should be given a thorough 
medical examination with special atten- 
tion to the functioning of the circulatory 
system under conditions of sudden 
changes in body position. Examination 
of the reflexes governing adjustment of 
the peripheral circulatory system during 
a change in body position are usually not 


included in a conventional examination. 


They are nevertheless most essential. To 
insure safety, the therapist will probably 
advise all his trainees to get up from bed 
gradually. They should first sit up and 
wait; then stand up, hold to the bed, and 
Wait again; and, then only, attempt to 
walk. This should become a habit with 
every patient, even if it takes more time. 
Much of the advice to the patient is 
toward doing things more slowly. 
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Changes in Righting Reflexes 
In the elderly hemiplegic patient, many 
postural reflexes are found to be im- 
paired. Such a patient easily loses con- 
trol of his upright position while stretch- 
ing his neck, as in reaching for some- 
thing on a high shelf, or while turning 
his head sharply to the left or right, as 
in reaching for objects behind him. The 
patient should be advised to arrange his 
living quarters in such a way that he 
does not have to place objects on high 
shelves or hang clothes on high racks. 
When standing without support, he 
should avoid turning the head alone, but 
should turn the whole body slowly 
toward an object which lies behind him. 
When extreme head turning cannot be 
avoided, it should be done slowly, and 
he should look beforehand for objects 
to grasp or to lean against, in case he 
loses his balance. This careful planning 
of all prospective movements cannot be 
overemphasized during the rehabilitation 
of hemiplegic patients. 

Anyone who has been in bed for sev- 
eral weeks will have a tendency to fall 
backward without being aware of _ it. 
This tendency is severe in some elderly 
people and pronounced in those who 
have suffered a brain injury. It is impor- 
tant for the therapist to know about it 
so that he may caution the patient. The 
tendency to fall backward can be over- 
come by having the patient walk fre- 
quently. Walking for ten minutes once 
or twice daily is not sufficient. 

A small percentage of hemiplegic pa- 
tients lean heavily toward the affected 
side. There is a reflex resistance to any 
effort to push them towards the objective 
upright. When leaning toward the in- 
volved side, these patients believe they 
are standing upright, and, when pushed 
forcibly into an upright position, they 
fear to fall to the other side. Having 
their center of gravity shifted toward 
the affected side causes them to fall quite 
readily. These are the most difficult cases 


in ambulation training. Patients must 
learn to disregard their faulty impres- 
sion of their position in space. Training 
them to overcompensate and to lean 
heavily on a cane toward their good side 
will be rewarded if the training is con- 
ducted patiently over a period of several 
months. Yet these patients are able to 
walk only if they concentrate strenuous- 
ly on the task, and any major distraction 
makes them lose balance and fall toward 
the involved side. 

A commonly undiagnosed reason for 
poor coordination and falling is the 
swaying of the lower trunk in patients 
with hypertensive encephalopathy. 
These patients may have had a stroke 
with very mild hemiplegia, yet they are 
not able to walk properly. Careful ob- 
servation may show unsteadiness of the 
lower trunk—suggesting multiplicity of 
small cerebral lesions—when the patient 
attempts to walk. A patient so disabled 
can be trained to walk safely without 
losing balance, if he is taught to walk 
very slowly, or, preferably, taught to 
walk with the intermittent double step 
gait, which will be described. 


Motor Changes 


A detail of general medical examination 
which is often not recorded or even 
evaluated is the function of the good 
side of the body.? When a severely 
handicapped patient puts his weight on 
the involved leg, he has to lean heavily 
toward the opposite side and the good 
hand, with a cane or other support to 
substitute for the impaired propriocep- 
tive sensation of the involved leg. Simi- 
larly, the good hand takes over the bal- 
ancing power of the involved leg, which 
thus plays only a supporting role. The 
degree of impairment of the good side 
of the body in a patient with a cerebro- 
vascular accident is sometimes high. In 
order to ensure a safe gait, the good side 
must be evaluated and treated. 

The changes in the locomotor func- 
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tion of the involved lower extremity are 
very interesting, since they are respon- 
sible for most falls. When we put weight 
on one leg during a normal walk, the 
calf muscles of the leg relax and elongate 
to control the gravitational forward fall 
of the body, which is so essential for 
economy of effort while walking. When 
the hemiplegic patient puts weight on 
the involved leg during this stance phase, 
he is not able to relax the spastic calf 
muscles. Because they are spastic and 
contracted, these muscles produce some 
resistance to the forward falling of the 
body. The patient may continue the 
swing phase of the good leg while the 
plumb line of the body’s center of grav- 
ity remains behind the heel of the sup- 
porting leg. Obviously he may fall back- 
ward instead of moving forward. This 
is probably the most common cause of 
falls during the training period. 

Some patients are able to compensate 
automatically; others must be trained to 
accept some means of overcoming this 
disability. A mildly spastic hemiplegic 
patient produces a greater propulsion of 
the good leg just before the start of the 
swing phase of the good leg. This usu- 
ally gives enough propulsion to push 
forward the body’s center of gravity. 
Some patients, instead of producing the 
forward push from the good leg, lean 
forward at the waist, in this way shifting 
the weight of the body in front of the 
hemiplegic foot. More severely spastic 
hemiplegic patients externally rotate the 
involved leg, thus removing the resist- 
ance produced by the involved calf mus- 
cles. If the hemiplegic patient does not 
learn automatically to overcome his dis- 
ability, he should be instructed to imi- 
tate some or all of these prophylactic 
measures. 

The degree of resistance produced by 
the spastic calf muscles may vary from 
day to day. This resistance may also 
change within a moment with the ap- 
pearance of strong visual or auditory 
stimuli. The patient should be taught to 
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stop walking automatically when some- 
thing unusual catches his eye or when 
he hears a sudden noise. 

A fairly large percentage of severely 
involved hemiplegic patients has pro- 
longed flaccidity. These patients are 
easy to recognize, because the arm hangs 
limp at the side. They usually do not 
have to overcome the spastic plantar 
flexion of the foot, but they have an 
unstable knee and some, an unstable hip. 
The unstable knee is seldom taken care 
of satisfactorily by a long leg brace. An 
elderly person has great difficulty in ad- 
justing himself to walking with such a 
brace. For this reason, if a brace is need- 
ed at all, a short one is prescribed and 
the patient is taught to walk with the 
unstable knee. Constant gait training 
will, with time, improve the stability of 
the knee. During this training period, 
the patient needs plenty of physical sup- 
port and assistance from the therapist. 

Many patients with prolonged flac- 
cidity, as well as those with marked 
spasticity, must be trained to compensate 
with an immediate stop for the imbal- 
ance produced while they are putting 
weight on the involved leg. In this case, 
the patient stops immediately upon com- 
pleting the swing phase of the good leg, 
in order to regain balance which was 
lost while the weight of the body was 
borne by a spastic leg or by a leg with 
an unstable knee. The stop must be long 
enough to prevent any forward move- 
ment of the trunk even if the legs do 
not move any more. 

Summing up the sequence of move- 
ments once again, the patient does one 
step with the involved leg, another step 
with the good leg, and then stops. This 
produces a gait which we call the inter- 
mittent double step gait. Many patients 
have learned how to walk with a stop 
after every other step. They have learned 
to prevent a fall, by adopting this type 
of gait, which allows them to regain reg- 
ularly the balance which is intermittent- 
ly abnormal and which may otherwise 
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be lost. Disregarding this recovery of 
balance every two steps makes them fall. 

A second variation of the intermittent 
double step gait is seen when the patient 
is taught to stop at the end of the swing 
phase of the involved leg. Here the 
swing phase of the involved leg is too 
slow to strike with that heel in time to 
counteract the physiologic forward fall 
when weight is put on the good leg. 
A stop at the end of the swing phase 
of the involved leg is substituted for the 
shock of imbalance produced by a too 
late restraint of the physiologic forward 
fall of the body. 

It is most essential that, whatever pol- 
icy the patient with prolonged flaccidity 
adopts concerning the limply hanging 
hand, he should be consistent in whether 
or not he uses a sling for the involved 
upper extremity. The uncontrolled 
change from one way to the other pro- 
duces different balancing conditions with 
inadequate automatic adjustment and a 
possibility of a fall. 

If they spend too much time sitting, 
some patients, with no evidence of flex- 
ion contractures of the involved leg, 
show a transitory flexion spasm of this 
leg while they are standing up. They 
usually do not realize this and try to 
walk straight ahead, putting weight on 
a leg with a flexed knee. Since this may 
lead to a fall, the patient should be 
taught to wait half a minute or more 
after he stands up before he starts to 
walk. This will give adequate time for 
the knee to go into extension. 

There is a wide variety of patients 
with different degrees of flexion con- 
tracture of the involved knee. In this 
group is the patient with a mild flexion 
contracture of the knee who is able to 
walk without a long leg brace. He must 
be taught to adopt the intermittent dou- 
ble step gait, which slows his walking 
but makes it safe. Major degrees of flex- 
ion contracture of the involved knee can 
sometimes be dealt with by using a sta- 
bilizing long leg brace. The ring lock 





on the brace should always be on the 
inner upright. I have not seen many 
hemiplegic patients who, having had 
orthopedic surgery to reduce contrac- 
ture of the involved knee, have been 
able to walk without assistance. 

Mild osteoarthritic changes in the 
knee, which may not have elicited any 
complaints from the patient, may some- 
times cause a painful knee after a cer- 
ebrovascular accident. This pain may 
frequently contribute to loss of balance 
and a consequently unsafe walk. These 
patients should be given the conventional 
management for an osteoarthritic knee. 

Although the hemiplegic patient with 
an impaired foot-placing reaction is able 
to dorsiflex the foot, he really needs a 
short leg brace to stabilize the ankle 
joint. Otherwise, he will have difficulty 
placing the foot flat upon the floor when 
it strikes the floor at the end of the 
swing phase. 

It is not the purpose of this paper to 
advise how to brace a patient who has 
had a cardiovascular accident with con- 
sequent hemiparesis. However, three oc- 
casions should be stressed in which inade- 
quate bracing may cause the patient to 
lose control of his balance while walking. 

First, there may be an inadequate angle 
of the involved foot at the shin. Under 
such circumstances, the toe of the shoe 
catches the floor and the patient may 
lose balance. Second, a 90-degree stop 
in a short leg brace may be put on a 
shoe which, because of an inadequately 
reinforced sole, is not able to maintain 
the 90 degrees throughout its length. 
The 90 degrees may thus be maintained 
at the heel of the shoe, but the front 
part gradually gives way and goes into 
plantar flexion. A conventional ortho- 
pedic shoe should be used to insure the 
90-degree alignment between the shin 
and the front part of the foot. And third, 
any spring arrangements, including the 
Klenzak type, should not be used to 
maintain a spastic foot at a right angle to 
the shin. Such a spring action produces 
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and increases the tendency toward ankle 
clonus. The clonus so precipitated may 
be another reason for poor balance. 


Sensory Involvements 
The influence of sensory deficits on the 
ambulation of the hemiplegic patient 
has not been elaborated in the past. 
Recent findings will be discussed as they 
relate to the main theme of this paper. 

Dr. Shontz, of the Department of Psy- 
chological Medicine of our hospital in 
Cleveland, has conducted investigations 
suggesting that many hemiplegic pa- 
tients who were unable to walk at all, 
even after prolonged gait training, pos- 
sess psychologic disturbances not attrib- 
utable to intellectual deterioration alone. 
He reasons that these patients may pos- 
sibly have brain damage on the dominant 
side of the cerebrum and, in addition, 
their body image of the hemiplegic side 
is seriously involved. If Dr. Shontz’s 
findings would allow us to establish, with 
a high degree of reliability, the correct 
prognosis at the time of an initial ex- 
amination, an enormous saving of time 
and effort could be achieved. In many 
instances, gait training of such patients 
has been tried from six to twelve months 
without success. 

Following the hypothesis that falling 
might be related to the patient’s faulty 
subjective appreciation of his position in 
regard to surrounding objects, Dr. Bruell 
and I began a study of space perception 
in the hemiplegic patient.** 

I have mentioned that some hemiplegic 
patients believe they are standing up- 
right, when actually they are leaning 
heavily toward the involved side. This 
would indicate that they do not perceive 
the difference between their body posi- 
tion and vertical features of the visual 
environment, such as walls, window 
frames, and table legs. In our study, we 
found that, in a dark room, most hemi- 
plegic patients cannot adjust a luminous 
rod to objective verticality. Deviations 
of 20 degrees and more from the objec- 
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tive vertical are not at all uncommon. In 
a dark room, a luminous square which is 
tilted 30 degrees is seen as upright by a 
significant number of patients. Control 
patients with spinal cord injuries, and 
consequent severe involvement of posi- 
tion sense bilaterally, do not show such 
disturbances of visual space perception. 
This point is emphasized because pa- 
tients with impaired proprioception re- 
sulting from spinal cord lesions—tabetic 
patients, for example—maintain an up- 
right posture by “visual anchoring.” The 
findings of our study suggest that hemi- 
plegic patients cannot adequately com- 
pensate for their loss in proprioception 
by visual anchoring, especially when 
moving around in a dim room. Under 
conditions of poor lighting, patients mis- 
judge their position in space and fall. 
Therefore, the hemiplegic patient should 
be advised never to get up and walk in 
a dark or dimly lighted room. When this 
is unavoidable, he should be doubly cau- 
tious and grasp neighboring objects such 
as beds, chairs, and tables. It should be 
made clear to the patient and to his 
family that these precautions have noth- 
ing to do with night blindness. The pa- 
tient may see quite well in the dark and 
yet be disoriented as to body position. 
Clinical experience has shown that, if 
someone passes close to his good side, 
the more severely involved hemiplegic 
patient has a tendency to fall toward 
his affected side. Thirty years ago, 
Simons tried to explain this tendency in 
terms of the tonic neck reflex.® Such a 
patient turns his head toward the good 
side in order to see the person passing 
by. This head turning increases the flex- 
ion reflexes on the affected side and thus 
produces falling toward that side. This 
interpretation may be correct, and, 
therefore, in an earlier section, we ad- 
vised training patients to avoid strong 
head turning when standing without 
support. Such advice obviously applies 
even more to a patient who is walking. 
Thus, although we agree with Simons, 
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we believe that head turning is only one 
of the reasons for falling in the situation 
described, and that such falling can occur 
also with the patient continuing to look 
straight ahead. 

Very simple experiments will show 
that everyone misperceives the position 
of objects which are to one side. For 
instance, at night we perceive the head- 
lights of an oncoming car as closer to 
us than they really are. We have found 
by experiment that this illusion is pro- 
nounced and even exaggerated in hemi- 
plegic patients. Thus, if someone: passes 
close to the left side of a patient, the 
patient sees the person as nearly running 
into him, and moves to the right to 
avoid the collision. A left-sided hemi- 
plegic patient, holding a cane in his right 
hand, can do so safely, but a right-sided 
patient will shift his center of gravity 
too far toward the involved right side 
and fall. To avoid such accidents, we 
teach our patients to stop whenever a 
person is going to pass, and to lean still 
more toward the good side, at the same 
time concentrating on maintenance of 
steady balance. 

These directions apply particularly to 
that considerable number of hemiplegic 
patients who have hemianopsia. In ad- 
dition to having a visual field half the 
normal size, such patients show disturb- 
ances of space perception. Those with a 
loss of the left half of the visual field 
will see all objects placed more left than 
they actually are, and vice versa. If a 
patient with left hemiplegia and loss of 
the left half of the visual field meets 
someone about to pass him on his good 
right side, he will believe the person to 
be dangerously close, and, in moving to 
the involved side to avoid collision, will 
probably fall. 


More severely involved patients fall 
not only when people pass too close to 
their good side, but also, when walking, 
they allow their good side to come too 
close to objects, as in turning a corner 
or entering a room. However, entering 
a room with the involved side close to 
the door frame does not precipitate fall- 
ing. Again we suspect distortions of 
visual space may be one of the reasons 
for falling under these conditions. Con- 
sequently we train patients to go 
through doors with extreme caution and 
to leave at least one foot between their 
uninvolved side and the door frame. 

Even though this program for pre- 
venting falls may seem beyond the com- 
prehension of some hemiplegic patients, 
we believe that those with poor mental 
status or emotional control should not 
be kept from learning how to walk, and, 
if possible, how to be independent at 
home. We realize that what the patient 
carries over from his training period to 
application in the home may be inade- 
quate. Many patients will not under- 
stand some of the details aimed at ac- 
cident prevention and safety of walking. 
Nevertheless, the gains achieved by am- 
bulating such patients far exceed the risk 
associated with the patient’s inability to 
learn all the details required for preven- 
tion of falls. 

A person familiar with gait training of 
severely involved hemiplegic patients 
will learn quickly, from a short observa- 
tion of a new patient, the most likely 
reasons why this particular person may 
fall. Gait training should include ade- 
quate preventive measures and protec- 
tive habits to be continued when inde- 
pendence is achieved. Often these pat- 
terns can be learned only during a very 
long training period. 
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Hydroxyzine: a new therapeutic agent 


for senile anxiety states 


A preliminary report 


MERVIN SHALOWITZ, M.D. 


CHICAGO, ILLINOIS 


® An oral preparation, Atarax, with the 
generic name hydroxyzine hydrochlo- 
ride, has been used by various clin- 
ical investigators both here and abroad 
for treatment of psychoneurotic-like 
symptoms. The consensus appears to be 
that this agent has a definite calming ef- 
fect on nervous and agitated subjects with 
symptoms such as fatigue states produced 
by an inability to relax, often encoun- 
tered in industry; anxiety before col- 
lege examinations and before important 
speeches; premenstrual tension; meno- 
pausal disturbances; and other situations 
where emotional stress is prominent. 

In the later years of life, some patients 
may develop psychosomatic complaints 
caused by changes in living conditions, 
the loss of spouse, and economic changes 
following retirement. The symptoms 
then cause fears which produce further 
anxiety and symptoms, resulting in a 
vicious cycle of worry and incapacitation. 

Psychoneurotic-like symptoms are of- 
ten found in hypertensive states, such 
as generalized arteriosclerosis. Keys 
states that physical and emotional stress 
have some effect on the cholesterol me- 
tabolism in man.t The appearance of 
micromolecules of low specific gravity 
and containing cholesterol] have been re- 
ported in the blood serum of more than 
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The therapeutic effect of hydroxy- 
zine, a new drug inducing calmness, 
was studied in 54 patients, ranging in 
age from 65 to 90 years, with various 
degrees of senile anxiety. Good to ex- 
cellent improvement was shown in 51 
of the 54 patients treated. No un- 
toward effects on liver, blood, and 
nervous system were observed. 


90 per cent of patients with arterio- 
sclerosis of the coronary arteries.” 


Chemistry and Pharmacology 


Atarax is a p-chlorobenzhydry1 pipera- 
zine derivative, chemically designated as 
1-(p-chlorobenzhydryl) -4-[2-(2-hy- 
droxyethoxy) ethyl] diethylenediamine 
(figure 1). The hydrochloride of this 
compound is a crystalline solid readily 
soluble in water and rapidly absorbed 
from the gastrointestinal tract. 
Administration of an oral toxic dose 
of hydroxyzine hydrochloride to mice 
produced only depression, while rats re- 


‘sponded with depression, tremor, and 


ataxia.* Rats given hydroxyzine hydro- 
chloride became quiet within a short 
time and their movements became slower 
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Fic. 1. Structural formula of hydroxyzine hy- 
drochloride. 
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TABLE 1 


CROSS SECTION OF RESULTS AFTER TWO MONTHS OF ATARAX THERAPY 








Patient Age Sex Dosage 

St eee ik Sing: F 10 mg. q.i.d. 
rr 76 FE 10 mg. q.i.d. 
ot, a ae AS. F 25 mg. q.i.d. 
ML. . 68. M ..25 mg. q.i.d. 
ES Cre 69. F 10 mg. q.i.d. 
N.B ee M 10 mg. q.i.d.. . 
OB cscs a 16: M 25 mg. q.i.d. 
BOW... 78 FE 25 mg. q.i.d. 
N.M. BO. 5 .. F .10 mg. q.i.d. 
M.N. 76. M 25 mg. q.i.d. 
AS. ..68 F 25 mg. q.i.d. 
R.A. 71 M 10 mg. q.i,d. 
LR. 78. I 10 mg. q.i.d. 
OA... 69 M 10 mg. q.i.d. 
BO: 2)... .. 65 F 10 mg. t.i.d. 
Bee). 296s oo 10 mg. q.i.d. 
NERO sent GO. See 25 mg. q.i.d.. . 
| he SS F. Placebo 
Sa (nae ee Placebo 


Diagnosis (see key*) 


Calming effect 





GA... Pronounced 
GA . Good 
CA Pronounced 
CA ; . Good 
CA Pronounced 
CA & AH Pronounced 
CA & GA Pronounced 
CA & GA... Good 
..CA & GA Pronounced 
CA & GA.. Good 
. CA TP .&-CB Pronounced 
GA & CRA. Pronounced 
GA & DM Pronounced 
GA & RA & AH Good 
GA & DU Pronounced 
RSA: None 
CA &GA..... None 
ae None 
CA & OMV. None 





*Key to diagnosis: _ : 
GA—generalized arteriosclerosis 
CA—cerebral arteriosclerosis 


CB—carcinoma of the breast 
CRA—carcinoma, right antrum 
DM—diabetes mellitus OMV—occlusion of major vessel 


DU—duodenal ulcer 
AH—arterial hypertension 


TP—taboparesis RA—rheumatoid arthritis 


and steadier, but when threatened from 
the outside, they got up and ran with 
their customary agility and alertness. 
Four groups of monkeys, with two 
animals in each group, were given hy- 
droxyzine hydrochloride in oral doses 
of 25, 50, 100, and 200 mg. per kilogram 
of body weight. An additional group of 
four monkeys received oral doses of 400 
mg. per kilogram of body weight. No 
effect on the behavior of the animals 
was noted after oral administration of 
25 to 400 mg. of hydroxyzine hydro- 
chloride per kilogram of body weight. 
Farah observed that the preparation 
produced more calmness and peace of 
mind in overemotional patients with 
anguish and anxiety symptoms than any 
drug used previously.’ Settel found that 
73 per cent of 30 patients experienced 
relief of tension, felt more relaxed, and 
had better control of their tempers.° 


Clinical Study 


Our study series consisted of 54 patients 
ranging in age from 65 to 90. Some of 


the patients had generalized or cerebral 
arteriosclerosis, alone or combined with 
other conditions, such as arteriosclerotic 
heart disease and essential and renal hy- 
pertension. Some had duodenal ulcers 
and diabetes mellitus. Placebos were 
given to 5 patients for the control of 


TABLE 2 
RESULTS OF LIVER FUNCTION TESTS AFTER TWO 
MONTHS OF ATARAX THERAPY 





Bromsul- 

phalein 

Bilirubin Thymol (%reten- 

Patient Sex (1-45 min.) turbidity _ tion) 


V.G. M 0.15 0.5 6.0 10 
J.M. SVs... 000 1.0 4.0 2 
AR. F......03 0.5 8.5 3 
B.M. F 0.6 0.8 7.5 14 
ALP. F 0.4 0.6 4,5 12 
ELE. F005 0.3 8.0 3 
M.H. E......02 0.4 3.0 8 
M.W. F 0.3 0.5 2.5 6 
R.A. M 0.25 0.6. ..11.0 7 
N.B. M....0.15 0.3 6.0 9 
GAS «...Mss 02 0.3... .10.0 7 
LR Mee 0.65 1.0 9.0 6 
N.M. F 0.3 O5i.. 78. 8 
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therapeutic results. Iwo of the control 
patients were later institutionalized for 
cerebral arteriosclerosis with senile de- 
mentia, manifested in severe agitation, 
loss of affect, and erratic behavior. 
Atarax, in the form of 10- and 25-mg. 
sugar-coated tablets, was administered in 
doses of 3 to 4 tablets. daily after meals, 
during a period of one to five months. 


Results 


Most of the patients assimilated the 
tablets rapidly. According to clinical and 
laboratory studies, hydroxyzine hydro- 
chloride probably acts on the subcortical 
area of the brain. A calming effect was 
noted after three to four days and per- 
sistent effect after six to seven days. No 
increase in the calming effect was ob- 
served after seven days of therapy. 

In an evaluation of the results, 41, or 
76 per cent of the 54 patients treated, 
showed pronounced improvement; 10, or 
18.5 per cent, showed good improve- 
ment; and 3, or 5.5 per cent, showed no 
improvement (see table 1). No evidence 


of toxicity has been observed to date. 
Complete liver function tests and blood 
studies were made on all patients after 
two months of therapy (tables 2, 3, and 4). 
In a period of forty-five minutes there 
was bromsulphalein retention range from 
2 to 14 per cent; hemograms showed a 
range of 12.5 to 17.2 gm.; red cell blood 
count ranged from 4,010,000 to 6,600,- 
000; and white cell blood count ranged 


from 5,400 to 14,000 with normal dif- 


ferentials. As can be seen, there were no 
significant abnormalities. 

Hydroxyzine therapy showed no ad- 
verse effects on cerebral and generalized 
arteriosclerosis; cerebral arteriosclerosis; 
or on generalized arteriosclerosis com- 
bined with rheumatoid arthritis, car- 
cinoma of the right antrum, or carcino- 
ma of the breast (postoperative). Ar- 
terial hypertension of essential and renal 
origin, duodenal ulcers, and diabetes 
mellitus remained unchanged. The white 
blood cell count made after two months 
of hydroxyzine therapy showed no evi- 
dence of agranulocytosis (table 3). 


TABLE 3 


BLOOD COUNTS AFTER TWO MONTHS OF ATARAX AND PLACEBO ADMINISTRATION 








Hemo- 

globin 
Patient Sex gm. R.B.C. 
Atarax: 
V.G. M 14.5 4,340,000. . . 12,000 
J.M. M 14.9 4,650,000. . . 12,100 
ALR. F 15.3 4,590,000 9,300 
B.M. F 14.9 6,200,000 14,000 
ALP. F 12.5 4,010,000 8,600 
E.E. F 15.7 5,010,000 9,200 
M.H. FE 15.3 4,660,000 8,000 
M.W. F 16.2 5,160,000 8,200 
R.A. M 17.2 5,220,000 11,200 
N.B. M 16.6 6,600,000 8,200 
O.A. M 14.9 4,360,000 9,000 
LR. F 14.5 4,500,000 6,200 
N.M. ..F 13.7 4,010,000 5,400 
Placebo: 
F.A. F 10 3,500,000... 8,000 
AS. F 14 4,930,000 4,300 
MLL. M 13.5 4,250,000 4,750 
J.B. M 13.5 4,570,000 9,200 
A.W. F 12.5 4,370,000 9,700 


Young 


Poly- Lympho- Mono- Eosino- Baso- lympbh- 
W.B.C. nuclears cytes cytes 


phils phils ocytes 


60 37 2 att 
75 24 1 
73 24 1 
80 Ose cctz an : 
..64 33 1 2 
64 34 iS 1 
64 30 6 
55 44 1 
64 30 6 Pera 
Be 20 ere oe 
57 38 3 ..Bands 2 
43 5 ee ; ee eee | 
66 32 2 
..65 30 3 2 
64 32 (eRe: ts ae hee 
64 31 2 5. 
58 33 4 ee 3 
.68 26 a ee ee a ee 
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LIVER FUNCTION TESTS AFTER 


TABLE 4 





PLACEBO ADMINISTRATION 





Bilirubins 


Direct Indirect 
Patient Sex (mg.%)  (mg.%) 
Tea NP Sane secs! | pee Ly Cees. | | imeem ieee 
POS ct Boks) | Nec ee 
LE fe Pe OO Se Os oon 0.2 
Le ee cee (mee |) camming), 
a. 2 RRC ors oo os MOB es: 0.1 


Thymol Bromsulphalein 

in units J mg./kg./body wt. 
(Normal = (Normal =0—5% 
0 to 5 units) in 45 min.) 


Total 
(mg. Jo) 


Oi 8. 8.108 15% in 45 min. 
OG 5. ccces BSe co... SS see 
0.4 ROE Behe 11% in 45 min. 
Pe de O65 20s ciGans. 39 Ine, 
0.25 »., 0 19% in 45 min. 





Complete electroencephalographic 
tracings were made of 3 additional pa- 
tients, before and one week after therapy 
with hydroxyzine, 10 mg. four times a 
day and 10 mg. preceding the second 
electroencephalogram. Two _ patients, 
C.W., an 85-year-old woman, and J.L., 
an 88-year-old man, had normal tracings 
before and after therapy with no 
changes. The third patient, S.R., a 75- 
year-old woman, had an abnormally 
slow electroencephalogram with no fo- 
cus before hydroxyzine and no change 
after therapy. It is well known that 
many sedatives, particularly barbiturates, 
will alter the normal electroencephalo- 
gram.°® Usually fast activity is increased, 
but no evidence of this or other changes 
were found in the patients examined. 

When placebos were substituted in 
some of the patients, a recurrence of 
symptoms was noted. Administration of 
Atarax was thought to be especially in- 
dicated for cerebral arteriosclerosis, in 
which use of the common depressants 
may cause bromide and barbiturate in- 
toxication.” It was found that patients 
with occlusion of a major cerebral ves- 
sel did not respond to treatment. Patients 
who were in an agitated or a somewhat 


depressed state — conditions which may 
result after multiple little strokes*—re- 
sponded best to hydroxyzine therapy. 
All patients treated, except those who 
responded poorly, reported that they did 
not feel as fidgety after therapy, and 
were able to sleep better. In this group, 
no drowsiness, dryness of mouth, or 
nasal stuffiness was reported. In most pa- 
tients, the administration of 10 mg. of 
Atarax three or four times a day ap- 
peared to be sufficient to induce a calm- 
ing effect. Doses of 25 mg. three or four 
times a day were not superior in action. 


Discussion 

In 5 patients, hydroxyzine hydrochlor- 
ide, 10 to 25 mg. three times daily, 
was substituted for chlorpromazine hy- 
drochloride, 25 to 50 mg. three times 
daily with good or even superior calm- 
ing effect. It was further noted that, in 
hypertensive patients, the therapeutic ef- 
fect of Rauwolfia serpentina in 50 mg. 
doses given two to four times daily was 
potentiated by hydroxyzine therapy. 


The product Atarax used in this study was 
supplied by J]. B. Roerig and Company, a di- 
vision of Chas. Pfizer & Co. 
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Editorial 





Compulsory retirement revisited 


HORTLY after President Roosevelt’s 

Supreme Court reorganization plan 
was rejected by Congress in 1937, 
Charles Fairman, in an article in the 
Harvard Law Review, discussed com- 
pulsory retirement of Supreme Court 
judges as a possible solution for the re- 
curring problem of judicial conserva- 
tism.' This article stimulated intelligent 
discussion but did not provoke immedi- 
ate action by Congress. In 1948, how- 
ever, several members of the American 
Bar Association began serious reconsid- 
eration of the problem of retirement as 
part of a broader study of ways and 
means to insure the continued inde- 
pendence of the federal Supreme Court. 
The results of this study were incorpo- 
rated in a proposed constitutional amend- 
ment, generally designated the Butler 
Amendment. 

Section 2 of the Amendment, which 
deals with compulsory retirement, pro- 
vides that 

The Chief Justice of the United States and 

each Associate Justice of the Supreme Court 

shall cease to serve and shall no longer be 
eligible to serve as a member of the Supreme 

Court upon attaining the age of 75 years, but 

shall continue to receive all the emoluments 

of his office. 

In a statement before the Subcommit- 
tee on Constitutional Amendments of 
the Senate Judiciary Committee, Al- 
bert E. Jenner, Jr., rationalized the 
retirement provision as insurance 
“against physical and mental impairment 
of individual justices and as “as- 
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surance against stagnation of particular 
economic, political, social, or philosoph- 
ical thought on the part of the Court.”* 
Thus, the compulsory retirement pro- 
vision was designed to remove one of 
the major sources of criticism of the 
Court in the past—namely, that members 
of the Court, many of whom tended to 
read their personal social, and economic 
predilections into the Constitution, were 
frequently out of step with the times. 

The Constitution provides that “the 
Judges, both of the supreme and inferior 
courts, shall hold their offices during 
good behavior . . .” Death accounts for 
most of the vacancies which occur. The 
only constitutional provision for re- 
moval of justices is that of impeachment. 
But impeachment does not take care of 
ideologic stagnation or senility in the 
Court because, unless abused, the im- 
peachment power applies only to justices 
who have committed high crimes and 
misdemeanors. The last attempt to make 
impeachment of justices a political sanc- 
tion, in the case of Justice Samuel Chase, 
was defeated in 1805. Since that date, 
no serious efforts at political removal 
have occurred.* 

Two voluntary institutional devices, 
retirement and resignation, have been 
available to members of the Supreme 
Court for a number of years. The statute 
governing these matters provides ade- 
quately for those justices who might be 
deterred from retirement and _ resigna- 
tion because of loss of income.‘ But most 
members of the Court who have re- 
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frained from or delayed in_ utilizing 
these avenues to private life were not 
motivated by economic considerations. 
Some members of the Court clung to 
their posts despite senility because they 
hoped to prevent appointments by pres- 
idents whom they distrusted or whose 
political beliefs they opposed. Others 
delaved retirement because they feared 
inactivity, or because they wanted to 
“establish an endurance record.” After 
completing a detailed analysis of the 
Supreme Court’s experiences with vol- 
untary retirement and resignation, Pro- 
fessor Fairman concluded that, “For the 
most part the justices have seen fit to 
follow the American plan of living—to 
carry on to the end.” 

Thus it appears that neither the process 
of impeachment, nor retirement, nor 
resignation provides a realistic, workable 
method for removing justices who have 
become senile or ideologically out of 
step with the times. In this setting, a 
compulsory retirement plan has been 
viewed by some, such as the supporters 
of the Butler Amendment, as the only 
practical solution to situations in which 
mentally or physically infirm justices re- 
mained on the Court or in which justices 
steadfastly opposed the legislative and 
executive actions needed by a new con- 
stitutional era. 

While the arguments for such a com- 
pulsory retirement amendment are ad- 
mittedly cogent, several questions de- 
mand attention. The first of these is 
whether it is valid to assume that poor 
health is a concomitant of old age. This 
assumption finds support in a great deal 
of historic evidence, although such evi- 
dence was not produced by the advo- 
cates of compulsory retirement at the 
Senate subcommittee hearing on the 
Butler Amendment. There are numerous 
instances in which members of the Su- 
preme Court remained in regular service 
long after their mental and_ physical 
powers had become impaired. Justices 
Baldwin and Clifford deteriorated men- 





tally during the later portions of their 
terms; in a period during which the 
Court relied heavily upon extended oral 
argument, Justice Duval suffered from 
deafness; Chief Justice Chase experi- 
enced a stroke and paralysis during the 
closing years of his tenure; and Chief 
Justice Taney and Justices Mc Kinley, 
McLean, Wayne, Catron, Grier, Nelson, 
Hunt, Bradley, and Field all became 
physically infirm. 

Admittedly, research in geriatrics is 
fragmentary. Nevertheless, we know 
that the average life expectancy at birth 
has increased from 49 to 68 years during 
the past half century. Statistics also show 
that the incidence of illness is higher 
among the aged than among other popu- 
lation groups.* Of particular importance 
is the finding that, while aging brings 
a decline in the speed of mental proc- 
esses and in manual dexterity, there 
is a significant variation in the rate of 
those changes among individuals. Thus, 
changes in functional capacities do not 
correlate with chronologic age.° 

The second assumption which pro- 
vides a basis for advocacy of the Butler 
Amendment is that there is a necessary 
relationship between old age and out- 
dated ideas. However, the belief that 
older persons are more conservative in 
their attitudes and opinions has not al- 
ways been upheld in experimental 
studies. Research has indicated that the 
aged can learn, and learning can open 
the way to acceptance of new _ ideas. 
Psychologic tests of speed of perform- 
ance provide evidence that older people 
are more careful and accurate than 
youngér ones. Consequently, the con- 
servatism of the aged may be related to 
their tendency to be more deliberate 
rather than to inherent inflexibility.’ 

The history of the Supreme Court re- 
veals, moreover, that some members of 
the Court retained the capacity to tol- 
erate, if not accept, novel social, po- 
litical and economic ideas long after the 
age of 75, while others lost that capacity 
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many years before that age. Thus, when 
Justice Holmes resigned at 91 and Justice 
Brandeis retired at 83, they were more 
tolerant of social, economic, and politi- 
cal innovations by the legislatures than 
were Justice McReynolds at 52 and 
Justice Sutherland at 60, the ages at 
which they were appointed to the Court. 
It should also be noted that the same 
judicial self-restraint characterized much 
of the decision-making under Chief Jus- 
tices Taney, Waite, Stone, and Vinson. 
The basic attitude of individual jus- 
tices toward the nature of the judicial 
process would appear to be far more 
important than chronologic age in de- 
termining the extent to which they will 
remain flexible when faced with new 
problems. It would also appear that the 
appointing authority is a more important 
factor than age in determining the Court’s 
attitude at a given period in history. 
Presidents have admitted this with 
varying degrees of subtlety. Washington 
referred to the necessity for sound ap- 
pointments as “essential to the happiness 
of our country and the stability of its 
political system.” After his defeat by 
Thomas Jefferson, John Adams wrote 
bluntly that, “In the future administra- 
tion of our country, the firmest security 
we can have against visionary schemes 
and fluctuating theories will be in a solid 
judiciary .” Jefferson was similarly 
blunt when he suggested that his suc- 
cessor, Madison, replace Federalist Jus- 
tice Cushing with “a firm unequivocal 
republican, whose principles are born 
with him, and not an occasional ingraft- 
ment, as necessary to complete the great 
reformation in our government to which 
the nation gave its fiat ten years ago.” 


And Theodore Roosevelt wrote to Sen- 
ator Lodge concerning the possible nom- 
ination of state judge Oliver Wendell 
Holmes: “I should hold myself guilty 
of irreparable wrong to the nation if | 
should [appoint] any man who was not 
absolutely sane and sound on the great 
national policies for which we stand in 
public life.’’* 

It thus seems possible that, by arbi- 
trarily cutting off the services of justices 
at 75, we risk the loss of services of men 
of broad vision without the assurance 
of compensatory gain. Some may feel, 
of course, that it would be better to risk 
loss of justices of broad vision than to 
suffer the decision-making of justices 
like Field and Grier who continued to 
serve after senility had set in. But the 
problem caused by loss of experienced 
members of the Court could become 
acute, particularly if the average age of 
appointment is taken into account. 

The average age of appointment of 
Supreme Court members has risen from 

7.5 in the early years of the Republic 
to 57 in the first third of the present 
century.” Compulsory retirement at 75 
would have seriously curtailed the pe- 
riod of fruitful service of such justices 
as Holmes, Cardozo, Brandeis, and 
Hughes, who were sexagenarians at the 
time of their appointment. Considered 
in conjunction with the assumed bene- 
fits of the proposed amendments, cur- 
tailment of the valuable services of emi- 
nent justices seems unwarranted. In 
short, passage of the Butler Amendment 
would probably create problems more 





serious than those it seeks to solve. 


Joun R. Scumipuauser, Px.D. 
lowa City, lowa 
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THE MILTOWN MOLECULE 





A tranquilizer well suited for prolonged therapy 


NO ORGANIC 
CONTRAINDICATIONS 


reported to date 


® well tolerated, non-addictive, essentially non-toxic 

® no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
® chemically unrelated to chlorpromazine or reserpine 

® does not produce significant depression 

® orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


iltown 


the oi meprobamate— 2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 





SUPPLIED: 400 mg. scored tabiets. Usual dose: 1 or 2 tablets t.i.d. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. WW 


Literature and Samples Available on Request 
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Digests 


FROM CURRENT LITERATURE 


Modified Electroshock Therapy: Use in the 
Elderly Psychiatric Patient 


H. J. RIETMAN and E. DEGADO-FOURZAN. Con- 
necticut M. J. 20: 21-23, 1956. 


Modified electroconvulsive treatments have been 
found to be safe and effective in patients over 
60 for psychiatric conditions with an element 
of depression. Forgetfulness, 
orientation, mental and behavioral deterioration, 
signs of cerebral cortical 
atrophy, are mimicked or exaggerated by cur- 
able emotional disorders. The common depres- 
sions of older people, precipitated by awareness 
of mental deterioration, dissolution of family 
relationships, loss of contemporaries, and antici- 
pation of death, account for the effectiveness 
of electroshock. 

Ihe patient’s stomach should be empty. Pre- 
medication of 0.8 mg. atropine sulfate is given. 
After induction of light anesthesia with Pento- 
thal Sodium, Succinylcholine is given intra- 
venously to produce generalized muscle relaxa- 
tion. Because the respiratory muscles are also 
paralyzed, bag breathing is used before and 
after the electrical stimulus until normal respi- 
ratory function returns. 


confusion, dis- 


arteriosclerosis or 


A total of 963 treatments were given without 
complication to 71 private patients over 60 years 
of age. Relapse occurred in 16 patients after 
therapy was discontinued. Nine of the patients 
with improved with a_ second 
course; required prolonged maintenance. 
Sixty-three of the patients were discharged, 
with only 5 requiring readmission. 


recurrences 


What Is Aging? 


Bull. New York Acad. Med. 


A. I. LANSING. 
32: 5-13, 1956. 


Aging is a process of unfavorable progressive 
change, usually correlated with time, becoming 
apparent after maturity, and terminating in- 
variably in the death of the individual. ‘The 
process cannot be accounted for by failure of 
organ systems, for all multicellular living things 
share the common fate. 

Failure of the self-synthetic ability of living 
cells best accounts for the phenomena of aging. 
Inadequate renewal of the cell surface results in 
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increased calcium content of the cell membrane 
and accumulation of toxic materials in the cell. 

Decreased growth potential is evident in old 
liver cells in the rat by decreased P*? uptake 
and increasing lag of cytoplasm and nucleus di- 
vision behind chromosome multiplication. 

In the flatworm and the rotifer, progeny of 
actively growing organisms live longer than 
progeny of slow growing or elderly forms. The 
flatworm divides into an anterior half which 
grows only a tail and a posterior half which 
regenerates trunk and head. Posterior half lines 
live longer. Lines of rotifers derived from 
adult mothers by parthenogenesis decrease in 
longevity each successive generation, the num- 
ber of generations needed for extinction de- 
pending on the age of the mother. Offspring of 
actively growing adolescents increase in lifespan 
each generation. 

No relationship has been found between the 
average length of life of the individuals compos- 
ing a species and any fact of life history, struc- 
ture, or physiology. 

Natural death is a new phenomenon in evolu- 
tion, occurring necessarily only in multicellular 
animals, although some protozoa do age and die. 
The somatic death of higher org nisms 15 
price paid for specialization of structure and 
function. 


Hyperplasias, Metaplasias, and Adenomas in 
Senescent Male Rats Intact or 
Treated with Hormones 


V. KORENCHEVSKY. Texas Rep. Biol. & Med. 
13: 768-792, 1955. 


Study of the incidence of adenoma-like struc- 
tures in hormone-treated senescent rats suggests 
that endocrine factors may possess both onco- 
and antioncogenic properties depending on dos- 
age, deficiencies in the endocrine system, age, 
and sex. With the onset of the first changes cf 
senescence in normal rats, small nests of hyper- 
plasias or metaplasias appear in various organs. 
Some of the nests become adenomas; all must 
be considered quiescent centers of neoplasm. 
The effect of hormones on this normal phe- 
nomenon of aging was studied in 176 aged rats. 


(Continued on page 36A) 





iq =Yorele ls) 74-10 | 


Fe tae- Ws oleh d-1a) Oj ol-lolhilom-Uahatr-tadalan dite 


established 


by over 100 million patient days 


substantiated 


Tamanle)g-del-ta MAO Om ollie) it-sal-leMla-jolel ac) 









UTAZOLIE 


(phenylbutazone GEIGy) 
potent, specific 
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One group was given large or small doses of 
testosterone, and desiccated thyroid in various 
combinations with an average dose of estradiol. 
A second group was given small doses of sex 
hormones, thyroid hormones, and cortisone 
acetate. In a third experiment, the same en- 
docrine substances were used as in the second 
group but with larger doses of cortisone. Con- 
trols were reserved in each study. 

The thyroid and parathyroid glands of each 
animal were sectioned serially, so an accurate 
count of metahyperplastic structures was pos- 
sible. Other organs were examined less thor- 
oughly. 

More thyroid metaplasias and hyperplasias 
occurred in the hormone-treated rats than in 
controls, but the growths were no larger. The 
incidence and size of adrenal cortical tumors 
were increased by hormones. 

When testosterone, desiccated thyroid, and 
estradiol were given together, no metahyper- 
plastic structures were found in the thyroid or 
the adrenal. No consistent additive effect on the 
incidence or size of the structures occurred with 
increases in dosage or simultaneous administra- 
tion of several hormones. 


Presenile Dementia of the Jakob Type 


S. BORNSTEIN and G. A. Jervis. Arch. Neurol. 
& Psychiat. 74: 598-609, 1955. 


Presenile dementia is a psychosis occurring in 
the presenium and characterized by intellectual 
deterioration organic in type. The etiology of 
the disease is unknown. The disease affects both 
men and women during the 40’s and 50's, but 
not infrequently those in the 30's. The course 
of the disease is relatively rapid. 

The psychosis is characterized by memory 
defect, apathy, and intellectual deterioration. 
Euphoria and delusions of grandeur are some- 
times present. 

The pathologic findings are degenerative 
parenchymatous changes of the cerebral cortex 
varying from acute swelling to sclerosis, pig- 
mentary degeneration, and complete destruction 
of the neurons. The cortical lesions are irreg- 
ularly diffuse, with focal accentuation of the 
process. Concomitant neuroglia reaction is 
usually present. Thalamic nuclei are involved in 
a manner similar to that of the cortex. Even 
more variable are the lesions in the nuclei of 
the motor cranial nerves and the anterior horns 
of the spinal cord. The spinal lesions are out- 
standing in some and minor in others. 


Gynecologic Surgery in the Geriatric Patient 


J. H. PRATT. J. Arkansas M. Soc. 52: 173-178, 
1956. 


Surgical treatment of gynecologic conditions 
need not be avoided purely on the basis of the 
patient’s age, since, other factors being equal, 
an older patient’s tissues heal just as well and 
nearly as quickly as those of the young person. 
Aging produces changes particularly in the 
heart, lungs, and kidneys that reduce the re- 
cuperative margin. If time allows, all factors 
decreasing functional capacity of secondarily 
diseased organs should be improved preoper- 
atively. 

Pelvic surgical emergencies in geriatric pa- 
tients should be treated promptly with but a 
few hours devoted to preoperative management. 
Examples of surgical emergencies include 
twisted ovarian cyst, acute appendicitis, incar- 
cerated hernia, and severe vaginal hemorrhage. 

Chronic conditions, which are frequently the 
result of gradual loss of tissue tone leading to 
cystocele, rectocele, prolapse, and incontinence, 
allow time for consideration. If pelvic relaxa- 
tion causes distress and limits normal activity, 
some therapy is needed. Pessaries may help in 
selected patients with fair perineal tissues, but 
surgical treatment is preferred and fortunately 
carries a low risk. Vaginal hysterectomy can be 
done entirely under local anesthesia, and further 
reduces anesthetic hazards. 


Difficulties in Geriatric Diagnosis 


E. J. stiecLitz. Maryland M. J. 4: 517-526, 

1955. 

There are many difficulties in the diagnosis of 
the clinical problems presented by aging and 
aged patients. Response to any form of stress 
which tends to disturb homeostatic balance be- 
comes less rapid and less vigorous with age. A 
considerable diagnostic acumen is required in 
order to recognize the subtle early changes 
which are the first evidences of illness. Aging 
is associated with functional depreciation even 
in the absence of known disease. Especially sig- 
nificant is depletion of reserve capacities, for 
these are clinically silent until loss is revealed 
by stress. 

Incidence of certain disorders increases 
greatly with advancing age. Four groups of dis- 
eases constitute the common and most signif- 
icant disorders seen in geriatric practice: (1) 
circulatory impairments, (2) metabolic dys- 
functions, (3) the arthritides, and (4) malignant 
neoplasms. The etiology of the disorders of 
the aged is obscure, endogenous, multiple, 
variable, and slowly cumulative. 

(Continued on page 46A) 








Newest in vitamin therapy 


Vitamins as nature intended... 


: 


THE HOMOGENIZED VITAMINS 


For the first time, all the advantages of 
multivitamin drops are available in a 
tablet. By a unique process, the vitamins 
are homogenized, then fused into a 
solid, highly palatable form. 

As a result of this minute subdivision, 
the vitamins are absorbed and utilized 
much more efficiently than those in 
the usual compressed tablet or elastic 
capsule. 

e Better absorbed and utilized 

e Pleasant, candy-like flavor 

e No regurgitation, no “fishy burp” 

e May be.chewed, swallowed, 

or dissolved in the mouth 
The S.£. MASSENGILL COMPANY Three formulas: 
: Prenatal 
Bristol, Tennessee Pediatric 
New York + Kansas City * San Francisco Therapeutic 

















The fact that a second edition has been pub- deal 
* lished six years after the first indicates the need istry, 
~ OOK for a book of this sort. Nevertheless, one may neop 
“G- note that it has its defects. Only one of the 29 lergi 
KES authors is a professional physiologist, a fact chap 
which is evident in the text in several ways. For Unin 
EVIEWS example, statements are made that certain prin- etiol 
ciples are “obviously correct,” when, as a matter dese 
of fact, they may be only approximations and any 
valid only under special conditions. Despite 5 
Pathologic Physiology — this overenthusiastic acceptance of current “fac 
Mechanisms of Disease views as final, the volume is a real contribution. clud 
y a , It provides a ready access to recent literature som 
WILLIAM A. SODEMAN, editor, 1956. Philadel- . "ae Baca . = ay 
; . : : J ae on important clinical applications of physiology thos 
phia: W. B. Saunders Co. 936 pages. $13.00. and should be very useful to beginning clinical age 
The physiologic approach to problems of investigators and to professional physiologists ie 
disease has become so important to everyday wishing to know how clinical scientists are using Wr 
medicine that it is surprising that so few at- physiologic knowledge to understand and treat W\ 
tempts have been made to provide books which disease. MAURICE B. VISSCHER, M.D. Cc | 
deal systematically with the physiology of dis- Minneapolis, Minnesota r 
ease states. The present work is a compilation ‘ots 
of chapters by 29 authors, all productive investi- a 
gators, and most of them teachers in medical The Biologic Effects of Tobacco: uf 
schools. The chapters cover such subjects as With Emphasis on the Clinical ey 
the genetics of abnormal growth and neoplasia, and Experimental Aspects a 
metabolism, endocrinology, water balance, elec- ; 
trolyte balance, infectious diseases, allergy, cir- ERNEST L. WYNDER, M.D., editor. 1955. Boston: i 
culation, respiration, digestion, locomotion, and Little, Brown and Company. 215 pages, illus- ap 
the nervous system. Much of the material in the trated. $4.50. ob 
book is similar to that found in the more com- It is the purpose of this book to review as ay) 
prehensive textbooks of physiology, but there objectively as possible what is known about the of 
is properly a greater emphasis on clinically relationship, if any, of tobacco smoke and human 
applicable material. ill health. Eight highly qualified contributors 
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The book is conservative. All statements of 
“facts” are well documented; each chapter in- 
cludes an adequate but by no means cumber- 
some bibliography. Clinicians, and especially 
those concerned with the care of the aging and 
aged, will find the chapters on the cardiovascu- 
lar system (Ellen McDevitt and Irving S. 
Wright), neoplastic disease (Ernest L. 
Wynder), and the gastrointestinal tract (Robert 
C. Batterman) particularly useful. 

As a basic reference, a concise summary of 
what is now known, this small, easily studied 
volume has great value. It is critical, sound, and 
sufficiently comprehensive, although one wishes 
that there were some amplification of contrary 
evidence. To mention that such evidence exists 
and produces some doubts as to the validity of 
apparent correlations implies the intent to be 
objective, although the accomplishment is ac- 
tually a cautiously phrased indictment of evils 
of tobacco smoking. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 


Addendum on Experimental Leprosy. G.E.Ww. 
WOLSTENHOLME and MARGARET P. CAMERON, ed- 
itors. Ciba Foundation Symposium, 1955. Bos- 
ton: Little, Brown & Co. 396 pages. $9.00. 


Geriatria Gerontologia Vejez. DR. JOSE FROIMO- 
vicH, 1955. Valparaiso, Chile. 356 pages. 
Psychiatric Research Reports. American Psy- 
chiatric Association Conference, 1955. Wash- 
ington, D.C.: American Psychiatric Association, 
152 pages. 

Clinical Recognition and Management of Dis- 
turbances of Body Fluids. JOHN H. BLAND, 1956. 
Second edition. Philadelphia: W. B. Saunders. 
522 pages. $11.50. 

Group Discussion-Decision: An Appraisal of 
Its Use in Health Education. petty WELLS BOND, 
1956. Minneapolis: Minnesota Department of 
Health. 109 pages. 

A Psychiatric Approach to Institutional Work 
with the Aged. Community Service Society of 
New York, 1956. New York: National Com- 
mittee on Aging, National Social Welfare 
Assembly. 44 pages. $.60. 
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Michigan Conference on Aging 
The University of Michigan’s Ninth Annual 
Conference on Aging will be held in Ann Arbor, 
July 9 through 11, 1956, on the topic, “Health 
for the Aging—Medical and Social Services.” 
General meetings will deal with health sub- 
jects of interest to all professional groups. In 
addition, the conference will offer clinics for 
medical, dental, and paramedical personnel. 
Special! attention will be given in one of the 
workshops to the geriatric training of medical 
and other personnel. For further information, 
write to Dr. Wilma Donahue, 1510 Rackham 
Building, Ann Arbor, Michigan. 


International Meetings 


The Fourth Congress of the International As- 
sociation of Gerontology will be held in 
Merano, Italy, July 14 to 19, 1957. For regis- 
tration forms and further information, write 
Segreteria, Quarto Congresso Internazionale de 
Gerontologia, Viale Morgagni, 85, Firenze, 
Italy. Additional information regarding the 
program will be found in later issues of 
Geriatrics. 


Activities and Announcements... 






The first Pan American Gerontological Con- 
gress will be held in Mexico City, September 
15 to 22, 1956, with Dr. Manuel Payno, pres- 
ident of the Sociedad Mexicana de Geriatra, 
as presiding officer. Dr. E. V. Cowdry of 
Washington University is chairman of the 
North American Committee of Cooperation. 
There will be two simultaneous sessions of the 
Congress on (1) Medical and Biologic Aspects 
and (2) Social and Economic Aspects. 

The American Gerontological Society will 
hold its ninth annual scientific meeting at the 
Hotel Morrison, Chicago, November 8 through 
10, 1956. Abstracts of papers to be presented 
must be submitted in triplicate before June 15 
to the appropriate section chairman. These in- 
clude: biological sciences, Dr. James A. Hamil- 
ton, 450 Sutter Street, San Francisco, 2; clin- 
ical medicine, Dr. Arthur A. Hellbaum, Uni- 
versity of Oklahoma School of Medicine, 801 
N.E. 13 Street, Oklahoma City, 4; psychologi- 
cal and social sciences, Dr. James E. Birren, 
National Institute of Mental Health, Section 
on Gerontology, Bethesda 14, Maryland; and 
social work and administration, Miss Ollie A. 
Randall, 105 E. 22 Street, New York 10, N.Y. 

(Continued on page 42A) 





the first thought for pain relief 


Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


e Pain relief without hypnosis 


® Smooth, quick action 


Minimum of side effects 


e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 


Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 
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First to give proper remedial support and the sheerness women want 


Here at last are elastic stockings your 
patients will take to cheerfully. 51 gauge, 
made with threads twice as thin and twice 
as light as former kinds. So sheer they 
make ‘“‘overhose”’ a thing of the past. Full- 
fashioned like regular nylons. 

Yet, sheer as they are, Bauer & Black’s 
51 Gauge Elastic Stockings provide proper 
remedial support. Pressure decreases grad- 
ually from the ankle up, gently speeding 
venous flow. 


New Full-foot Style 


These fuli-footed stockings can be worn all 
day, everyplace your patient may go. 


(they look like regular nylons) 


Made with Helanca® stretch nylon in heel 
and toe so they won’t cramp or bind. 
You can be sure of patient cooperation, 
doctor, when you prescribe these stockings. 
Of course, your patients can still choose 
from the complete Bauer & Black line: nylon 


or cotton ... open toe or closed toe... knee 
length, above knee or extra long . . . variety of 
prices. 


51 gauge elastic stockings 


[Cave a BLACK) 


DIVISION OF THE KENDALL COMPANY 
309 West Jackson Blvd., Chicago 6, Illinois 
© 1956, The Kendall Co. 








To counteract 


corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support of the 
adrenals with ACTH is recom- 
mended. 











THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 


@ When using /ydrocortisone: 
for every 200 to 300 mg. given, inject 


approximately 100 units of HP* 
ACTHAR Gel. 
@ When using cortisone: 


for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR 
Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection. 


HPACTHAR Got 


(IN GELATIN) 
The Armour Laboratories brand of purified adre- 
nocorticotropic hormone—corticotropin (ACTH) 
*Highly Purified 





Unsurpassed in Safety and Efficacy 
More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORI 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE ILLINOIS 











Activities and Announcements . . . 
(Continued from page 40A) 


Summer Workshop 


The Summer Workshop in Adult Education 
which will be held in Santa Barbara, Cali- 
fornia, July 19 to 28, will give special attention 
to the role of education in the aging process, 
with a special section on education and _ the 
senior citizen. Since the group will be limited 
in size to ensure its effectiveness, those in- 
terested should write early to Dr. George C. 
Mann, chief of the Bureau of Adult Education, 
State Department of Education, 722 Capitol 
Avenue, Sacramento 14, for details. 
cm 


Architectural Competition in 
Homes for the Aged 
The National Social Welfare Assembly, Inc. 
is sponsoring an architectural competition in 
homes for the aged. This contest is made 
possible by a grant from the Frederick and 
Amelia Schimper Foundation. All drawings 
submitted in the contest must be received by 
October 1. First prize is $5,000 with five ad- 
ditional prizes ranging from $2,500 to $500. 
« 
Correspondence Course 
The University of Chicago offers a corre- 
spondence course entitled “Making the Most 
of Maturity” which is designed to help men 
and women over 45 make the best possible use 
of their resources, physical, mental, financial 
and social. 
@ 

Research Grants 
Applications for support of studies in or re- 
lated to the cardiovascular field are now being 
accepted by the American Heart Association. 
The awards would be for the fiscal year be- 
ginning July 1, 1957. Application deadline for 
research fellowships and established investiga- 
torships is September 15, 1956. For grants-in- 
aid, applications must be made by November 
1, 1956. 

The Public Health Service has announced 
a new procedure to expedite processing of 


‘research grant applications for those requests 


which do not exceed $2,000 plus indirect costs 
and which do not ask support for more than 
one year. Address all applications as well as 
requests for forms or additional information 
to the Division of Research Grants, National 
Institutes of Health, Bethesda 14, Maryland. 
« 

Retirement Village 

Building has started on Salhaven, a retirement 
village and convalescent hospital for members 
of the Upholsterers’ International Union in 
Palm Beach County, Florida. Tentative date 
for admission of residents is November 1, 1956. 
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IN DIABETES... 
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against vascular complica 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 
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One capsule t.i.d. 





(Sherman Lipotropic Capsule) 


Gericaps contain the true lipo- prove capillary integrity, as 
tropics, choline and inositol, well as 3000 units vitamin A, 
which are unaffected by de- 3 mg. thiamine hydrochloride, 
amination in the liver. Three 3 mg. riboflavin, 12 mg. nia- 
capsules daily provide the cinamide, 0.75 mg. pyridoxine 
equivalent of 3 Gm. choline hydrochloride, and 3 mg. cal- 
dihydrogen citrate. cium pantothenate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


SEND FOR comprehensive review: 
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UNIFORM DOSAGE NEBULIZATION 
in Asthma 


with Your Favorite 


Bronchodilator*% 


@ NO RUBBER BULBS TO DETERIORATE 


@ NO BREAKAGE OF COSTLY 
GLASS NEBULIZERS 


@ NO SPILLING OF SOLUTION IN 
POCKET OR PURSE 


True nebulization—one inhalation provides 
5 to 8 times as many particles in the ideal 
size range—0.5 to 4 microns radius—as 
an inhalation from standard nebulizers. 
Amount of medication released does not 
' | depend on pressure applied—dosage al- 
Medihaler Oral Adapter \ \ ways the same. One application usually 


is nonbreakable. Vial of . ° 
bia dine otc Mnaiined to sufficient for most patients. 


leakproof, spillproof, pro- , 35 
vides 200 applications. So easy to “assemble 
Economical. —simply place bottle, 
valve downward, into 
Adapter—so easy to 


“use—s idly effec- 
sk MEDIHALER-EPI™ Sa van. 


0.5% solution of epinephrine U.S.P. ient to carry in pocket 


2K MEDIHALER-ISO™ 


0.25% solution of isoproterenol HCI U.S.P. 














On your prescription be sure to 
write ‘“‘Medihaler-Iso (or Medi- 
haler-Epi) AND Medihaler Oral 
Adapter,” since medication can- 
not be used without Adapter. For LOS ANGELES 
refills write for medication only. 








NEW 


Against Disease and Discomfort 


in urinary tract infections 


Azo Gantrisin, in one tablet, combines 
Gantrisin with a widely-used urinary tract 
analgesic. The high plasma and 

urine levels achieved by Gantrisin 
effectively combat urinary infections 

both systemically and locally. 





The rapid local action of the analgesic 
dye is reflected by the early appearance of 
an orange-red color in the urine. 

Each Azo Gantrisin tablet contains 0.5 

Gm Gantrisin 'Roche' plus 50 mg phenylazo- 
diamino-pyridine HCl. 

Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 








For pateits Yarra by 


Tured and worry — | 


















Noludar 'Roche' brings calm 

and quiet. Not a barbiturate, 

not habit forming, 50 mg t.i.d. | 
provides daytime sedation with f ; 
£34t1e or no LOSS of acuity, e 
or 200 mg h.s. induces a sound 
night's sleep with a refreshed 
and clear-headed awakening. 
Noludar tablets, 50 and 200 mg; 
elixir, 50 mg per teaspoonful. 
Hoffmann-La Roche Inc, Nutley, 


y New Jersey. 


® 
Noludar— brand of methyprylon 





























(Pure crystalline alkaloid) 














TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

RESERPINE (6loce te 6. v Se 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine ........ -. 0.25 mg. 

per 9 ce, teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 


The Upjohn Company, Kalamazoo, Michigan 


200 Compressed Fantits 


Reserpoid” 0.25 mg. 





Digests FROM CURRENT LITERATURE 
(Continued from page 36A) 






















Psychotherapy with Aged Persons: Patterns of 
Adjustment in a Home for the Aged 


A. I. GOLDFARB. Ment. Hyg. 39: 608-621, 1955. 


A psychiatrist in an institution or home for the 
aged is often called upon to help with so-called 
maladjusted individuals. Residence in a home 
for the aged is modification of an individual’s 
way of life in response to a need. This modifi- 
cation is intended to be therapeutic or helpful. 
It is a societal response to community and indi- 
vidual need. 

The home receives persons who have lost 
economic, social, physical, and often mental 
resources. The psychiatrist, in his interview 
with an aged person, assays what has been pro- 
pelled through the selective screen and evaluates 
the person in terms of social background, fam- 
ily setting, and present physical, emotional, and 
psychological status. 

The home is a psychotherapeutic institution 
on a grand scale. The institution offers a total- 
push program—protection, medical care, ade- 
quate nutrition, occupational therapy, graded 
degrees of responsibility, individual counselors, 
and group projects. Adjustment of the resident 
is not only a matter of how he adapts to his 
environment, but also of how staff members and 
the institution respond to and interact with the 
resident. 


Correct 
constipation... 
Restore 

HABIT TIME 

of bowel 
movement 
PETROGALAR* 


Aqueous Suspension of Mineral Oil, Plain 


Philadelphia 1, Pa. Bottles of 1 pint 











Experimental Prolongation of the Life Span 


Cc. M. MC CAY, F. POPE, and w. LUNSFORD. Bull. 
New York Acad. Med. 32: 91-101, 1956. 


The life span and senescent diseases of the 
common white rat can be favorably altered by 
a diet deficient in calories but adequate in 
vitamins, minerals, fats, and essential amino 
acids. Although animals thus retarded never at- 
tain normal adult size, their life span is sub- 
stanially increased and often doubled. Males 
and females have equal life spans; whereas, in 
a normal group, females tend to live longer. 
Few neoplasms develop in these longer sur- 
viving retarded rats; normal incidence is 12 
per cent. While bones and eyes age at the nor- 
mal rate, fur and skin appear to age more 
slowly. Males are generally sterile; females 
have a diminished reproductive capacity. 

Other studies under normal conditions show 
that large rats tend to live longer than animals 
of smaller size. Prevention of obesity by re- 
striction of food intake or exercise lengthens 
the life span. 

The technic of parabiosis, in which pairs of 
rats are sutured together so that the animals 
have a common capillary circulation, may have 
some use in fundamental studies of aging. By 
the union of old and young rats it may be pos- 
sible to determine whether a young animal has 
substances in its blood that can rejuvenate 
the old, or whether the blood of the old can 
produce aging in the young. 

(Continued on page 48A) 


































If your special diet patient 
tables your 


food specifications . . . 


most likely mealtime has become a 
distasteful chore instead of a delightful 
duty. You can often encourage a = 
stubborn eater to stay with your fi ii 
diet by offering wider food 
variety— more palatable menus. 
Gerber’s 4 Cereals, over 70 
Strained and Junior (minced) Foods 
give you greater latitude in 

making substitutions for “picky” 
eaters. Specially processed to preserve true colors 


and tempting flavors— reduce crude fiber to a minimum. 


GOOD SUBJECT MATTER FOR YOU AND YOUR PATIENTS 


New ways to brighten bland diets—Gerber’s “Special Diet Recipes” 
—over 96 easy-to-fix dishes, properly indexed for Bland 
er Soft, Mechanically Soft, Liquid and 
Low-Residue diets. For free copies, write 
on your letterhead to Dept. JG’7-6, 


Fremont, Michigan. 


Gerber. 


CEREALS, STRAINED & JUNIOR FOODS 


Digests FROM CURRENT LITERATURE 


(Continued from page 46A) 


Cholecystectomy in Patients with 
Coronary Artery Disease 


J. R. KEYS, T. J. DRY, W. WALTERS, and R. P. 
PAGE. Proc. Staff Meet., Mayo Clin. 30: 587- 
595, 1955. 


Coronary heart disease is not a serious con- 
traindication to surgery for chronic cholecystic 
disease. Inasmuch as biliary colic is known to 
aggravate an existing coronary insufficiency, 
the reasonable assumption would be that 
cholecystectomy may influence favorably the 
subsequent course of the heart disease. Another 
common assumption is that cholecystectomy in 
the presence of chronic coronary disease is 
attended with considerable surgical risk. The 
present report reveals these two assumptions to 
be incorrect. 

Over a period from 1948 to 1952, chol- 
ecystectomy was performed in 100 patients, 64 
men and 36 women, ranging in age from 38 to 
79 years, who had had signs and symptoms of 
coronary heart disease but who were without 
a recent episode of acute myocardial infarc- 


FOR OLDER PATIENTS. 


tion. A history consistent with angina pectoris 
was present in 80 per cent of the patients, a 
history of previous myocardial infarction in 31 
per cent, and electrocardiographic abnormality 
in 70 per cent. 

Stones were found in 99 per cent of patients, 
common duct stones in 20 per cent, and acute 
cholecystitis in 6 per cent. During surgery the 
anesthesiologist always kept a high percentage 
of oxygen in the anesthetic mixture. Intra- 
venous fluids were administered with caution. 

Acute myocardial infarction occurred in 1 
patient and signs and symptoms of acute cor- 
onary insufficiency in 2; all 3 recovered. Three 
men patients, aged 63, 72, and 79 years, died 
postoperatively from hemorrhagic pancreatitis, 
pancreatic necrosis, and cerebrovascular acci- 
dent. Hence, 2 of the 3 deaths were caused by 
complications of biliary tract disease. 

Analyses of the various morbidities and the 
long-term follow-up reveal that the incidence 
of postoperative complications is similar to 
that which occur in the older age group re- 
quiring abdominal surgery. The hazards of un- 
treated chronic cholecystic disease is greater 
than the risk of operation. The subsequent 
course of coronary artery disease is unaffected 
by cholecystectomy. 


Loothing Rolio, 





ame, CHRONIC URINARY INFECTIONS 


Urolitia can be given over long periods... 
without toxicity, without irritation, without 
drug fastness ... to keep the urine free from 
E. coli, S. albus, S. aureus. Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


METHENAMINE 
mm URINARY 
ANTISEPTIC 


One tbs..in half cup 
warm water, q.i.d., 
VY. hr. a.c. and his. 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 


pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 





R in 1% oz. or 4 oz. tubes; 


1 lb. or 5 Ib. jars. 





WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
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“The really old people are those 10 
years older than myself.” 


“In the lay mind, anyone past 60 is 
ready for the discard .. .”* 

“. . . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.’”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20’s and 
30’s who have all the characteristics 


5 


of old age.” 





ae we 


THE REAL QUESTION 

To the physician on the firing line of 
daily practice, the question of “how old 
is old?”’ seems academic. ‘Io him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


oD 





FIVE PROBLEMS IN AGING 


The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 
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HOW OLD Is op ? 








THERAPY FOR AGING 


Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 
NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 

Non-stimulatory gonadal 

hormone replacement 


balanced hematinic component 
digestant enzyme replacement 


specially formulated mineral- 
vitamin combination 


new lysine, for protein 
improvement* 














a 


* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals® to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one.® 


Fix ©? A WORD ABOUT 

q \. 2h SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 


states in the professional office that “old 
age is creeping up” is a rare bird indeed. 





Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for “‘preventive geriatrics.” 





Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


L-lysine ee ee A aN ae ae 150 mg. 
Methyltestosterone’ oe ee Se Be: 8 ee 
Ethinyl Estradiol . . . ee wes 0.018 mg. 
Pancreatic Substance***. Men, 6d 150 mg. 
Glutamic Acid . . . ee 2 we es ee Oe 
Rutin e eee eC 
Vitamin A (Palmitate) . ° - « 6,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) - « 600U.S.P. Units 
Vitamin E (as Lr eu. Acetate) . eee ee ee 
Calcium Pantothe eee e 15 mg. 
Thiamine Mononitrate (Vitamin By) be © 1.5 mg. 
Riboflavin (Vitamin Ba) eo ee 1.5 mg. 
Pyridoxine Hydrochloride ‘Witamin Be) ae eee 1.5 mg. 
Niacinamide . ‘ are 150 mg. 
Ascorbic Acid (Vitamin c) > ee ves 150 mg. 
Vitamin By (Oral Concentrate) . . 2 « * 3 mcg. 
Folic Acid . ee a> ete 0.3 mg. 
Liver-Stomach Substance** . ae 300 mg. 
Iron (from Ferrous Gluconate) - © © © © « 2 me. 
Cobalt (from Cobaltous Sulfate) . ... . 0.1 mg. 
Molybdenum (from Sodium ne oe fe 2 mg. 
Copper (from Cupric Sulfate) . ee 1 mg. 
Manganese (from Manganous Sulfate) oe es « 2 
Magnesium (from Magnesium a e, 6 mg. 
lodine (from Potassium lodide) :-% 0.15 mg 
Potassium (from Potassium Sulfate) od el 5 mg. 
Zinc (from Zinc Sulfate). . 1.2 mg. 


**Enzymatically active defatted material obtained from 
1,500 mg. whole fresh liver and stomach. 
#9 Enzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Botties of 60 capsules, prescription only. 











- ESE MIE TS — 


IWEWw NWECBON LIQ@ULD 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 





spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ferrous.Gluconate . . 1. «2 e 06 0 © « 30 mg. 
Ascorbic Acid . ‘ee Ue) we 50 mg. 

d-Amphetamine Sulfate ese ee eo « « Ce 
Folic oe © © © oc @ « RE. 
Vitamin’ t: ie fa! 2 6 ce . 3 2.5 mcg. 
1-Thyroxine . ele @ 8 Se ae a Se 
Ethinyl Estradiol . ate ee ee ee ee 1 mcg. 
Methyltestosterone er ae eee or ae er ee 1 mg. 
Liver Fraction | oe er ee ee ee ee 25 mg. 
Ethyl Alcohol. . . . . ee 0.5 cc. 


Dosage: One teaspoonful twice daily before meals, or as 
required._ 


Supplied: In 16 fluid ounce bottles, prescription only. 
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No. 478 Medium—No. 479 Large—Available 
at your surgical supply dealer. 


The last word in comfort! 

Davol’s new Restee Cushion is 
featherweight, cloud-soft, yet 
extremely durable. Practical, 
one-piece foam-latex construction — 
tailored to suit your customers’ 
individual needs. 


A cushion of many uses. 

The Restee Cushion has countless 
uses for the invalid as well as the 
able-bodied. Ideal for hospital beds, 
wheel chairs, home use. 

Provides extra comfort for older, 
active people—driving, boating, 
fishing or for use on office chairs. 





RESTEE 


FOAM [ATEX CUSHION 











CUSHION PROTECTION 


Rugged Twill Cloth Cover 
e Helps keep Restee Cushion clean— 
protects body of cushion 


@ Made of sturdy white twill, built to 
withstand wear and tear 


e Washable, easy to assemble 
e 1 size fits medium or large cushion 
No. 483 —Cloth Cover—white only. 








Leaver, 


® RUBBER COMPANY 


PROVIDENCE 2, R. |. 
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ROUTINE 
CO-ADMINISTRATION 
MEANS 
(Buffered Prednisone) 
(Buffered Prednisolone) 
‘ Multiple - 
Yl —" Clinical evidence!. 2.3 indicates that 


to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould beroutinely co-admin- 
istered to minimize gastric distress. 


2.5 mg. or 5 mg. prednisone or prednisolone with 
50 mg. magnesium trisilicate 


and 300 mg. aluminum hydroxide gel. pancasane 4:-Pe. 
References: 1. Boland, E. W., J.A.M.A. 160: 613, DIVISION OF MERCK & Co., INC. 
February ob. 1956. 2. Margolis, a. M.. €¢€ 

J.A.M.A. 158: 454, June 11, 1955. 3. Bollet, A. g 

et al. J.A.M.A. 158:459, June 11, 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC. 




























Only Meat 
... ls Meat 


Suppose we suddenly found ourselves in a 
“Brave New World,” in which all the rich protein, the B 
vitamins (including the important B,.), the minerals, and 
all the other nutrients of a juicy steak or a succulent pork 
chop could be compressed into a capsule. Suppose we were 
to take one or two such capsules each day. What would 
happen? 


Would we be just as healthy? Would we 
be as happy? 


There is something about man’s wish for 
meat that cannot be satisfied by chemical or mathematical 
analyses. The feeling of satisfaction, the downright enjoy- 
ment of biting into and chewing, the pleasurable effect of 
having eaten well... all these make meat more than just 
an impressive list of essential nutrients. Long before man 
knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 

Other foods may be fortified and enriched, 

but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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prompt action 


rapid elimination 





clear-headed awakening 





ELIXIR ALURATE 


4D 

4 
Kithe 
Available as ELIXIR ALURATE, cherry red color/ELIXIR ALURATE VERDUM, emerald green color 


Each contains 0.03 Gm (1% grain) of Alurate per teaspoonful (4 cc) 
in a palatable vehicle. Alurate®—brand of aprobarbital 


HOFFMANN-LA ROCHE INC. » ROCHE PARK + NUTLEY 10 + NEW JERSEY 














Back to first principles for REAL BREAD 


The makers of Pepperidge Farm Bread be- 
lieve in fresh natural ingredients for nutri- 
tionally valuable and taste- pleasing bread. 
So the flour for our Whole Wheat Bread 
is stone-ground in our own grist mills—con- 
tains the wheat germ and all the natural 
goodness of the whole grain. And we use 
whole milk, sweet cream butter, yeast and 
unsulphured molasses to make our bread. 


We offer White Bread, too— made with 
unbleached flour, dairy-fresh ingredients. 

We suggest that Pepperidge Farm Bread 
deserves a place on your table. 

For information about our special saLt- 
FREE Bread, please write to me. 


DIRECTOR 





PEPPERIDGE FARM BREAD 


NORWALK, CONNECTICUT 
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Deprop 


ANICX. 


OEPROTEINATED PANCREATIC EXTRACT 


promptly relreves smooth muscle spasm 


MAJOR ADVANTAGES: Physiologic relief of pain. 





DEPROPANEX, by relieving smooth muscle 
spasm, is valuable in ureteral, renal and biliary 
colic and in various urologic instrumental 
procedures. 

Intermittent claudication is markedly im- 
proved with DEPROPANEX.?:? DEPROPANEX iS 
also valuable in the control of paralytic ileus 
following abdominal surgery. 

That DEPROPANEX has “beneficial effect... 
throughout the post-operative period has been 
convincingly demonstrated.”* There is less 
nausea, little need for intravenous fluids, for 


Non-narcotic. ‘von-toxic. 





You can relieve spasm in 3 minutes with DEPROPANEX! 


nasal suction or enemas. 4 

Dosage of DEPROPANEX is 2 to 5 cc. It is 
supplied in 10 cc. and 30 cc. rubber-capped vials. 
References: 1. South. M. J. 31:233 (March) 1938. 2. Bull. 


New York Acad. Med. 19:478 (July) 1943. 3. Am. Heart J. 
18:425 (Oct.) 1939. 4. Minnesota Med. 33:1102 (Nov.) 1950. 





Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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Salicylate Esters in Tablet Form 


Persistin, a tablet manufactured by Sherman 
Laboratories, Detroit, combines acetylsalicy- 
late, which is quickly absorbed, and salicylsali- 
cylate, which is insoluble in gastric secretions, 
resulting in delayed absorption. It is indicated 
for relief of pain during hours of sleep; ar- 
thritic and rheumatic involvements, bursitis, 
myalgias, neuralgias, and other types of pain 
relieved by salicylates; and fever and distress 
of upper respiratory and other infections. 
Analgesic levels of salicylate persist in the 
blood for five to eight hours following a single 
dose. 


New Steroid Tablets for 
Easy Administration 


Multiple, compressed tablets combining phar- 
maceutically incompatible ingredients in single 
tablets have been announced by Sharp and 
Dohme, Division of Merck & Co., Inc., West 
Point, Philadelphia. The new steroid products, 
“Deltra” and “Hydeltra,’ are indicated for 
use in treating such conditions as rheumatoid 
arthritis, bronchial asthma, pemphigus, and 
various inflammatory skin conditions. 


Manufacturers Activities... 






Tace for Prostatic Cancer 


Tace, a new type of estrogenic compound 
made by the Wm. S. Merrell Company, Cin- 
cinnati, has been used successfully in treating 
a series of 42 patients with prostatic cancer, in 
a study covering a period of thirty-two months. 
In many patients in whom the disease had made 
other synthetic drugs ineffective, the adminis- 
tration of Tace resulted in clinical improve- 
ment. The effectiveness of the new estrogen 
is characterized by increased weight, less cancer 
pain, and an improvement in blood pressure 
readings. 
« 


New Tablet Combines Analgesics 


Winthrop Laboratories, New York City, has 
combined two analgesics—A.P.C. and Demerol 
—into a single tablet for improved and de- 
pendable pain relief. The new product is called 
A.P.C. with Demerol. Tests have shown that 
addition of a small dose of Demerol greatly 
increases the analgesic action of A.P.C. A 
combination of this type has proved clinically 
to be far more effective and no more toxic 
than equivalent doses of either of these used 
singly. The new tablet has antispasmodic and 
mild sedative activity, and it is an antipyretic. 


MENIC 


alleviates 
mental confusion, memory defects, 
and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 


dilator, nicotinic acid, is “...safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ...especially useful in 
combating symptoms of abnormal behavior...”! 


1Levy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets, Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /seLterose, L1, N.Y. 
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more effective than one 
a or two pints of tap water 
\ or salt solution 





FLEET‘ ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration .. . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
...and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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Thanks to his physician — 


No longer a “cardiac cripple” 






Wood engraving:B. Brussel-Smith 
for the Armstrong Cork Co 


8 out of 10 angina patients 
are improved by 
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triethanolamine trinitrate biphosphate, LEEMING, tablets 2 mg. 


Chemically unique, METAMINE has the smallest effective 
dose of any long-acting angina preventive. Acquired 
tolerance and other characteristic ill effects of cardiac 
nitrates have not been observed, even after prolonged 
administration of METAMINE. 


Clinical Evidence (211 patients: 6 studies) * 


83% 175 angina pectoris patients improved by METAMINE 
1 % 36 not improved 


Doss: 1 or 2 tablets after each meal and at bedtime. 
MrraAMINE, 2 mg., bottles of 50 and 500; METAMINE (2 
~ ) with BuTaBArRBITAL (14 gr.). Bottles of 50. 


Poumailloux, M., and Tetreau, H.: Official Report to Medicaments 
iis _ Commission (F rance), 1949. 2. Dailheu-Geoffroy: La Clinique, 
46:2 Fig: ay 1951. 3. Spuehler, O.: Schweiz, Med. Wochsehr., 11:518 
1949. J-F Merlen: Therapie, 6:223, 1951. 5. Palmer, J. H., and 
“are Cita: Sige * A.J., 65:16, July 1951; gg Med. Digest, 
18:94, October 1951. . Fuller, H. L., and Kassel, L. E.: Metamine 
(triethanolamine erintees ate biphosphate) in Angina Pec toris, J.A.M.A., 
159:1708-1713, December 31, 1955. 


Shes. Leeming Oh Cenc. New York 17, N.Y. 
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. « « « the key 


to successful 
IRON THERAPY 


NO NAUSEA 
NO ABDOMINAL CRAMPS 


NO CONSTIPATION 
NO DIARRHEA 


} Ba, w" i ey, 
i g resp<¢ cS 





Fergon, tablets of 5 grains, bottles of 100 and 500. 


Fergon, tablets of 21/2 grains, bottles of 100. 


Fergon elixir 6% (5 grains per teaspoonful), bottles of 16 fl. oz. 


HIGH PoTENCY Fergon Plus Improved Caplets® (Fergon with vitamin By2 
and intrinsic factor, folic acid and vitamin C; 2 Caplets 
=1U.S.P. oral unit of antianemia activity), bottles of 100 
and 500 easy to swallow Caplets. 


UI Nucthne 
4 Juilvep 
JJ taporatories | NEW YORK 18, N.Y. 


Fergon (brand of ferrous gluconate) and Caplets, 
trademarks reg. U.S. Pat. Off. 








for the “Sippy- diet” patient 


a welcome (and often necessary) change from ‘‘milk-and-cream” 


MULL"S OV rewdeca 


Pioneer soy alternative to milk... 
reported to be “noticeably more sooth- 
ing to the upper gastrointestinal tract 
and seemingly easier to digest.’” 
Comparable to milk in buffering” and 
nutritional® qualities. Contains no 
cholesterol...and costs the patient 
much less than milk-and-cream. Easy 
to prepare —4 level tablespoonfuls to 
8 oz. water. In 1-lb. tins at all drug 
outlets. 

1. Balfour, D. C., Jr.: Am. J. Gastroenterol. 22:181, 1954, 
2. Burke, J. O., et al.: Internat. Rec. Med. & Gen. Practice 


Clin. 167:587, 1954. 3. Sternberg, S. D., and Greenblatt, I. J.: 
Ann, Allergy 9:190, 1951. 


Are you wondering how MULL-SOY 
Powdered tastes? Return this coupon 


_ for professional trial samples and see 


for yourself how pleasant it can be 
for your milk-weary or milk-intoler- 
ant ulcer patients. 


a 


THE BORDEN COMPANY 
Prescription Products Division, Dept. 201 
350 Madison Avenue, New York 17, N. Y. 


Please send to me, without charge, four 
4-072. tins of MULL-SOY Powdered. 


Dr. 


Street. 
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